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THE KINETIC SYSTEM.* 
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In this paper I formulate a theory which I 
hope will harmonize a large number of clinical 
and experimental data, supply an interpretation 
of certain diseases, and show by what means 
many diverse causes produce the same end ef- 
fects. 

Even should the theory prove ultimately to 
be true, it will meantime be subjected to many 
alterations. The specialized laboratory worker 
will at first fail to see the broader clinical view, 
and the trained clinician mav hesitate to accept 
the laboratory findings. Our viewpoint has 
been gained from a consideration of both lines 
of evidence on rather a large scale. 

The responsibility for the kinetic theory is 
assumed by myself, while the responsibility for 
the experimental data is shared fully by my 
associates, Dr. J. B. Austin, Dr. F. W. Hitch- 
ings, Dr. H. G. Sloan, and Dr. M. L. Menten 


INTRODUCTION. 


The self-preservation of man and kindred 
animals is effected through mechanisms which 
transform latent energy into kinetic energy to 
accomplish adaptive ends. Man appropriates 
from environment the energy he requires in the 
form of crude food which is refined by the 
digestive system; oxygen is taken to the blood 
and carbon dioxid is taken from the blood by 
the respiratory system ; to and from the myriads 
of working cells of the body, food and oxygen 
and waste are carried by the circulatory sys- 
tem ; the body is cleared of waste by the urinary 
system ; procreation is accomplished through the 
genital system; but none of these systems are 
evolved primarily for the purpose of transform- 
ing potential energy into kinetic energy for 
specific ends. Each system transforms such 
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amounts of potential into kinetic energy as are 
required to perform its specific work; but no 
one of them transforms latent into kinetic en- 
ergv for the purpose of escaping, fighting, pur- 
suing; nor for combating infection. The stom- 
ach, the kidneys, the lungs, the heart strike 
no physical blow—their role is to do certain 


‘work to the end that the blow may be struck 


by another svstem evolved for that purpose. 
I propose to offer evidence that there is in the 
body a svstem evolved primarily for the trans- 
formation of latent energy into motion and in- 
to heat. This system I propose to designate 
The Kinetic System. 

The kinetic system does not directly circulate 
the blood, nor does it exchange oxygen and car- 
bon dioxid ; nor does it perform the functions of 
digestion, urinary elimination and procreation ; 
but though the kinetic system does not directly 
perform these functions, it does play indirectly 
an important role in each, just as the kinetic 
system itself is aided indirectly by the other 
svstems. 

The principal organs which comprise the 
kinetic svstem are the brain, the thyroid, the 
suprarenals, the liver and the muscles. The 
brain is the great central battery which drives 
the body; the thyroid governs the conditions 
favoring tissue oxidation; the suprarenals gov- 
ern immediate oxidation processes; the liver 
fabricates and stores glycogen; and the muscles 
are the great converters of latent energy into 
heat and motion. 

Adrenalin alone, thyroid extract alone, brain 
activity alone, and muscular activity alone are 
capable of causing the body temperature to 
rise above the normal. The functional activity 
of no other gland of the body alone, and the 
secretion of no other gland alone can cause a 
comparable rise in body temperature—that is, 
neither increased functional activity nor any 
active principle derived from the kidney, the 
liver, the stomach, the pancreas, the hypophysis, 
the parathyroid, the spleen, the intestines, the 
thymus, the lymphatic glands or the bones can, 
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per se, cause a rise in the general body tem- 
perature comparable to the rise that may be 
caused by the activity of the brain or the mus- 
cles, or by the injection of adrenalin or thyroid 
extract. Then, too, when the brain, the thy- 
roid, the suprarenals, the liver or the muscles 
are eliminated, the power of the body to con- 
vert latent into kinetic energy is impaired or 
lost. I shall offer evidence tending to show that 
an excess of either internal or external environ- 
mental stimuli may modify one or more organs 
of the kinetic system, and that this modification 
may cause certain diseases. For example, alter- 
ations in the efficiency of the cerebral link, may 
yield neurasthenia, mania, dementia; of the 
thyroid link, Graves’ disease, myxedema; of the 
suprarenal link, Addison’s disease, cardiovas- 
cular disease. 

This introduction may serve to give the line 
of our argument. We shall now consider brief- 
lv certain salient facts which relate to the con- 
version of latent energy into kinetic energy 
as an adaptive reaction. The amount of ex- 
perimental data is so large that they will later 
be published in a monograph. 

The amount 6f latent energy which may be 
converted into kinetic energy for adaptive ends 
varies in different species, in individuals of 
the same species, in the same individual in dif- 
ferent seasons; in the life cycle of growth, re- 
production and decay; in the waking and sleep- 
ing hours; in disease and in activity. We shall 
here consider briefly the reasons for some of 
those variations and the mechanisms which 
make them possible. 


BIOLOGIC CONSIDERATION OF THE ADAPTIVE 
VARIATION IN AMOUNTS OF ENERGY 
STORED IN VARIOUS ANIMALS. 


Energy is appropriated from the physical 
forces of nature that constitute the environment. 
This energy is stored in the body in quantities 
in excess of the needs of the moment. In some 
animals this excess storage is greater than in 
other animals. Those animals whose self-preser- 
vation is dependent on purely mechanical or 
chemical means of defense—such animals as 
crustaceans, porcupines, skunks or cobras—have 
a relatively small amount of convertible (adap- 
tive) energy stored in their bodies. On the con- 
trary, the more an animal is dependent on its 
muscular activity for self-preservation the more 
surplus available (adaptive) energy there 1s 
stored in its body. It may be true that all ani- 
mals have approximately an equal amount per 
kilo of chemical energy—but certainly they have 
not an equal amount stored in a form which 
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is available for immediate conversion for adap- 
tive ends: 


’ 


ADAPTIVE VARIATION IN THE RATE OF ENERGY 
DISCHARGE. 


What chance for survival would a skunk 
have without odor: a cobra without venom; a 
turtle without carapace; or a porcupine shorn 
of its barbs, in an environment of powerful and 
hostile carnivora? And yet in such an hostile 
environment many unprotected animals survive 
by their muscular power of flight alone. It is 
evident that the provision for the storage of 
“adaptive” energy is not the only evolved char- 
acteristic which relates to the energy of the 
body. The more the self-preservation of the 
animal depends on motor activity, the greater 
is the range of variation in the rate of discharge 
of energy. The rate of energy discharge is es- 
pecially high in animals evolved along the line 
of hunter and hunted, such as the carnivora and 
the herbivora of the great plains. 


INFLUENCES THAT CAUSE VARIATION IN THE 
RATE OF OUTPUT OF ENERGY 
IN THE INDIVIDUAL. 


Not only is there a variation in the rate 
of output of energy among various species of 
animals, but one finds also variations in the rate 
of output of energy among individuals of the 
same species. If our thesis that men and ani- 
mals are mechanisms responding to environ- 
mental stimuli be correct, and further if the 
speed of energy output be due to changes in the 
activating organs as a result of adaptive stimu- 
lation, then we should expect to find physical 
changes in the activating glands during the 
cycles of increased activation. What are the 
facts? We know that most animals have breed- 
ing seasons evolved as adaptations to the food 
supply and weather. Hence there is in most 


‘animals a mating season in advance of the sea- 


son of maximum food supply so that the young 
may appear at the period when food is most 
abundant. In the springtime most birds and 
mammals mate, and in the springtime at least 
one of the great activating glands is enlarged— 
the thyroid in animals and in man shows sea- 
sonal enlargement. The effect of the increased 
activity is seen in the song, the courting, the 
fighting, in the quickened pulse and in a slightly 
raised temperature. Even more activation than 
that connected with the season is seen in the 
physical state of mating—when the thyroid is 
known to enlarge materially, though this in- 
creased activity, as we shall show later, is 
probably no greater than the increased activity 
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of other activating glands. In the mating season 
the kinetic activity is speeded up; in short, there 
exists a state—a fleeting state— of mild Graves’ 
disease. In the early stage of Graves’ disease, 
before the destructive phenomena are felt, the 
kinetic speed is high and life is on a sensuous 
edge. Not only is there a seasonal rhythm to 
the rate of flow of energy, but there is a diurnal 
variation, the ebb is at night, and the full tide 
in the daytime. This observation is verified by 
the experiments which show that certain organs 
in the kinetic chain are histologically exhausted, 
the depleted cells being for the most part restor- 
ed by sleep. 

We have seen that there are variations in 
speed in different species, and that in the same 
species speed varies with the season of the year 
and with the time of day. In addition there 
are variations also in the rate of discharge of 
energy in the various cycles of the life of the 
individual. The young are evolved at high speed 
for growth, so that as soon as possible they may 
attain to their own power of self-defense; they 
must adapt themselves to innumerable bac- 
teria; to food, and to all the elements in their 
external environment. Against their gross 
enemies the voung are measurably protected by 
their parents; but the parents—except to a lim- 
ited extent in the case of man—are unable to 
assist in the protection of the young against in- 
fectious disease. 

The cycle of greatest kinetic energy for phy- 
siologic ends is the period of reproduction. In 
the female especially there is a cycle of increased 
activity just prior to her development into the 
procreative state. During this time secondary 
sexual characters are developed—the pelvis ex- 
pands, the ovaries and the uterus grow rapidly, 
the mammary glands develop. Again in this 
period of increasing speed in the expenditure of 
energy we find the thyroid, the suprarenal, and 
the hvpophysis also in rapid growth. Without the 
normal development of the ovary, the thyroid 
and hypophysis, neither the male nor the female 
can develop the secondary sexual characters, nor 
do they develop sexual desire nor show seasonal 
evcles of activity, nor can they procreate. The 
secondary sexual characters—sexual desire, fer- 
tility—may be developed at will—for example, 
by feeding thyroid products from alien species 
to the individual deprived of the thyroid. 

At the close of the childbearing period there 
is a permanent diminution of the speed of energy 
discharge, for energy is no longer needed as it 
was for self-preservation of the off-spring before 
adolescence, and for the propagation of the 
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species during the procreative period. Unless 
other factors intervene this reduction in speed 
is progressive until senescent death. The dimin- 
ished size of the thyroid of the aged bears tes- 
timony to the part the activating organs bear 
in the general decline. 

We have now referred to variations in the rate 
of discharge of energy in different species; in 
individuals of the same species; in cycles in the 
same individual—such as the seasons of food 
supply ; the periods of wakefulness and of sleep ; 
the procreative period; and we have spoken of 
those variations caused artificially by thyroid 
feeding. 

Thus far we have referred to the conversion 
for adaptive purposes of latent into kinetic en- 
ergy in muscular and in procreative action. We 
shall now consider the conversion of latent into 
kinetic energy in the production of heat* and 
endeavor to answer the question which arises 
at once: Is there one mechanism for the con- 
version of latent energy into heat and another 
mechanism for its conversion into muscular ac- 
tion? What is the adaptive advantage of fever 
in infection ? 


THE PURPOSE AND THE MECHANISM OF HEAT 
PRODUCTION IN INFECTIONS. 

Vaughn has shown that the presence in the 
body of any alien protein causes an increased 
production of heat, and that there is no differ- 
ence between the production of fever by foreign 
proteins and by infections. Before the day of 
the hypodermic needle and of experimental med- 
icine, the foreign proteins found in the body 
outside the alimentary tract were brought in by 
invading micro-organisms. Such organisms in- 
terfered with and destroved the host. The body, 
therefore, was forced to evolve a means of pro- 
tection against these hostile organisms. The 
increased metabolism and fever in infection 
might operate as a protection in two ways: the 
increased fever by interfering with bacterial 
growth, and the increased metabolism by break- 
ing up the bacteria. Bacteriologists have taught. 
us that bacteria grow best at the normal tem- 
perature of the body, hence fever must interfere: 
with bacterial growth. With each rise of one 
degree centigrade the chemical activity of the 
body is increased 10 per cent. In acute infec- 
tions there is aversion to food and frequently 
there is vomiting. In fever, then, we have a. 
diminished intake of energy, but an increased 
output of energy—hence the available potential 

1. We use the terms heat and muscular action in the 


popular sense, though physicists use them to designate one 
and the same kind of energy. 
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energy in the body is rapidly consumed. This 
may be an adaptation for the purpose of break- 
ing up the foreign protein molecules composing 
the bacteria. Thus the body may be purified 
by a chemical combustion so furious that fre- 
quently the host itself is destroyed. The prob- 
lems of immunity are not considered here. 

As to the mechanism which produces fever, 
we postulate that it is the same mechanism as 
that which produces muscular activity. Mus- 
cular activity is produced by the conversion of 
latent energy into motion, and fever is pro- 
duced largely in the muscles by the conversion 
of latent energy into heat. We should, there- 
fore, find similar changes in the brain, the 
suprarenals, the thyroid and the liver, whatever 
may be the purpose of the conversion of energy 
—whether for running, for fighting, for the 
expression of emotion, or for combatting infec- 
tion. 

We shall first present experimental and clin- 
ical evidence which tends to show what part 1s 
plaved by the brain in the production of both 
muscular and febrile action, and later we shall 
discuss the parts played by the suprarenals, the 
thvroid and the liver. 


HISTOLOGIC CITANGES IN THE BRAIN-CELLS IN 
RELATION TO THE MAINTENANCE OF CON- 
SCIOUSNESS AND TO THE PRODUCTION 
OF THE EMOTIONS, MUSCULAR 
ACTIVITY AND FEVER. 


We have studied the brain-cells in human 
cases of fever, and in animals after prolonged 
insomnia; after the injection of the toxins of 
gonoccocl, of st reptococel, of staphylococci, and 
of colon, tetanus, diphtheria and typhoid 
bacilli; and after the injection of foreign pro- 
teins, of indol and skatol, of leucin and of pep- 
tones. We have studied the brains of animals 
which had been activated in varying degrees 
up to the point of complete exhaustion by run- 
ning, by fighting, by rage and by fear, by physi- 
cal injury and by the injection of strychnia. We 
have studied the brains of salmon at the mouth 
of the Columbia River and at its headwater ; 
the brains of electric fish, the storage batteries 
of which had been partially discharged, and of 
those the batteries of which had been complete- 
ly discharged ; the brains of woodchucks in hi- 
hernation and after fighting; the brains of hu- 
mans who had died from anemia resulting from 
hemorrhage, from acidosis, from eclampsia, from 
eancer, and from other chronic diseases. We 
have studied also the brains of animals after 
the excision of the suprarenals, of the pancreas, 
and of the liver. 
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In every instance the loss of vitality—that 
is, the loss of the normal power to convert 
potential into kinetic energy—was accompanied 
by physical changes in the brain-cells. The 
converse was also true—that is, the brain-cells 
of animals with normal vital power showed no 
histologic changes. The changes in the brain- 
cells were identical whatever the cause. The 
crucial question then becomes: Are these con- 
stant changes in the brain-cells the result of 
work done by the brain-cells in running, fight- 
ing, in emotion, in fever? In other words, does 
the brain perform a definite role in the conver- 
sion of latent energy into fever or into mus- 
cular action; or are the brain-cell changes caus- 
ed by the chemical products of metabolism? 
Happily this crucial question was definitely ans- 
wered by the following experiment: The cir- 
culations of two dogs were crossed in such a 
manner that the circulation of the head of 
one dog was anastomosed with the circulation 
of the body of another dog and vice versa. A 
cord encircled the neck of each so firmly that 
the anastomosing circulation was blocked. If 
the brain-cell changes were due to metabolic 
products, then when the body of dog “A” was 
injured, the brain of dog “A” would be normal 
and the brain of dog “B” would show changes. 
Our experiments showed brain-cell changes in 
the brain of the dog injured and no changes 
in the brain of the uninjured dog. 


The injection of adrenalin causes striking 
brain-cell  changes-——first, a hyperchromatism, 
then a chromatolysis. Now if adrenalin caused 
these changes merely as a metabolic phenomenon 
and not as a “work” phenomenon, then the 
injection of adrenalin into the carotid artery 
of a crossed circulation dog would cause no 
change in its circulation and its respiration, 
since the brain thus injected is in exclusive 
vascular connection with the body of another 
dog. In our experiment the blood-pressures of 
both dogs were recorded on a drum when adre- 
nalin was injected into the common carotid. 
The adrenalin caused a rise in blood-pressure, 
an increase in the force of cardiac contraction, 
increase in respiration, and a_ characteristic 
adrenalin rise in the blood-pressure of both dogs. 
The rise was seen first in the dog whose brain 
alone received adrenalin and about a minute 
later in the dog whose body alone received 
adrenalin. Histologic examinations of the brains 
of both dogs showed marked hyperchromatism 
in the brain receiving adrenalin, while the brain 
receiving no adrenalin showed no change. Here 
is a clear cut observation on the action of 
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adrenalin on the brain—and both the functional 
and the histologic tests showed that adrenalin 
causes increased brain action. The significance 
of this affinity of the brain for adrenalin begins 
to be seen when I call attention to the following 
striking facts: 

1. Adrenalin alone causes hyperchromatism 
followed by chromatolysis, and in overdosage 
causes the destruction of some brain-cells. 


2. When the suprarenal glands are both ex- 
cised and no other factor is introduced, the 
Nissl substance progressively disappears from 
the brain-cells until death. This far-reaching 
point will be taken up later. 


Here our purpose is to discuss the cause of 
the brain-cell changes. We have seen that in 
crossed brain and body circulation, trauma 
causes changes in the cells of the brain which 
is disconnected from the traumatized body by its 
circulation, but which is connected with the 
traumatized body by the nervous system. We 
have seen that adrenalin causes activation of 
the body connected with its brain by the nervous 
system, and histologic changes in the brain 
acted on directly by the adrenalin, but we found 
no notable brain-cell changes in the other brain 
through which the products of metabolism have 
circulated. 

In the foregoing we find direct evidence that 
the products of metabolism are not the principa' 
cause of the brain-cell changes. We shall now 
present evidence to show that for the most part 
the brain-cell changes are “work” changes. What 
work? We postulate that it is the work by 
which the energy stored in the brain-cells is 
converted into electricity or some other form 
of transmissible energy which then activates 
certain glands and muscles, thus converting 
latent energy into heat and motion. It has 
chanced that certain other studies have given 
an analogous and convincing proof of this postu: 
late. In the electric fish a part of the muscular 
mechanism is replaced by a specialized structure 
for storing and discharging electricity. We 
found “work” changes in the brain-cells of 
electric fish after all their electricity had been 
rapidly discharged. We found further that 
electric fish could not discharge their electricity 
when under anesthesia, and clinically we know 
that under deep morphia narcosis, and under 
anesthesia, the production both of heat and of 
muscular action is hindered. The action of 
morphia in lessening fever production is prob- 
ably the result of its depressing influence on 
the brain-cells, because of which a diminished 
amount of their potential energy is converted 
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into electricity and a diminished electric dis- 
charge from the brain to the muscles should 
diminish heat production proportionally. We 
found by experiment that under deep morphin- 
ization brain-cell changes due to toxins could 
be largely prevented; in human patients deep 
morphinization diminishes the production of 
muscular action and of fever, and as we shall 
see later conserves life when it is threatened 
by acute infections. The contribution of the 
brain-cells to the production of heat is either 
the result of the direct conversion of their stored 
energy into heat, or of the conversion of their 
latent energy into electricity or a similar force, 
which in turn causes certain glands and muscles 
to convert latent energy into heat. 


A further support to the postulate that the 
brain-cells contribute to the production of fever 
by sending impulses to the muscles is found in 
the effect of muscular exertion, or of other forms 
of motor stimulation in the presence of a fever- 
producing infection. Under such circumstances 
muscular exertion causes additional fever, and 
causes also added but identical changes in the 
brain-cells. Thyroid extract and iodin have the 
same effect as muscular exertion and infection 
in the production of fever and the production 
of brain-cell changes. All of this evidence is a 
strong argument in favor of the theory that cer- 
tain constituents of the brain-cells are con- 
sumed in the work performed by the brain in 
the production of fever. 

That the stimulation of the brain-cells with- 
out gross activity of the skeletal muscles and 
without infection can prodiice heat is shown as 
follows: 

(a) Fever is produced when animals are 
subjected to fear without any consequent exer- 
tion of the skeletal muscles. 

(b) The temperature of the anxious friends 
of patients will rise while they await the out- 
come of an operation. 

(c) The temperature and pulse of patients 
will rise as a result of the mere anticipation of 
a surgical operation. 

(d) There are innumerable clinical obser- 
vations as to the effect of emotional excitation 
on the temperature of patients. A rise of a 
degree or more is a common result of a visit 
from a tactless friend. There is a traditional 
Sunday increase of temperature in hospital 
wards. Now the visitor does not bring and ad- 
minister more infection to the patient to cause 
this rise, and the rise of temperature occurs 
even if the patient does not make the least 
muscular exertion as a result of the visit. I once 
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observed an average increase of one and one- 
eighth degrees of temperature in a ward of 
fifteen children as a result of a Fourth of July 
celebration. 

Is the contribution of the brain to the pro- 
duction of heat due to the conversion of latent 
energy directly into heat, or does the brain 
produce heat principally by converting its latent 
energy into electricity or some similar form of 
transmissible energy which through nerve con- 
nection stimulates the organs and tissues, which 
in turn convert their stores of latent energy into 
heat ? 

According to Starling, when the connection 
between the brain and the muscles of an animai 
is severed by curare, by anesthetics, by the div!- 
sion of the cord and nerves, then the heat-pro- 
ducing power of the animal so modified is on a 
level with that of cold-blooded animals. With 
cold the temperature falls, with heat it rises. 
Such an animal has no more control over the 
conversion of latent energy into heat than it has 
over the conversion of latent energy into motion. 

Electric stimulation done over a period of 
time causes brain-cell changes, and electric stim- 
ulation of the muscles causes a rise in tem- 
perature. 

In our crossed circulation experiments we 
found that neither waste products nor metabolic 
poisons could be considered the principal cause 
of the brain-cell changes. We found that in the 
production both of muscular and of fever there 
were brain-cell changes which showed a quanti- 
tative relation to the temperature changes or 
to the muscular work done. We observed that 
under deep morphinization the febrile response 
or the muscular work done was either diminished 
or eliminated and that the brain-cell changes 
were correspondingly diminished or eliminated. 
We found also that brain-cell changes and mus- 
cular work followed electric stimulation alone. 
T conclude, therefore, that the brain-cell changes 
were work changes. 

We shall next consider other organs of the 
kinetic system in their relation to muscular ac- 
tivity, to emotion, to consciousness, to sleep, to 
hibertiation, and to heat production. 


THE SUPRARENAL GLAND. 


In our extensive study of the brain in its 
relation to the production of energy and the 
consequent exhaustion caused by fear and rage; 
by the injection of foreign proteins, of bac- 
terial toxins and of strychnin: by anaphylaxis; 
bv the injection of thyroid extract, of adrenalin, 
and of morphin; we found that with the excep- 
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tion of morphin each of these agents produced 
identical changes in the brain-cells. As we be- 
lieved that the suprarenal glands were intimately 
associated with the brain in its activities, we 
concluded that the suprarenals also must have 
been affected by each of these agents. To prove 
this relation, we administered the above men- 
tioned stimuli to animals and studied their ef- 
fects upon the suprarenal glands by functional, 
histological and surgical methods. The fune- 
tional tests were made by Cannon’s method. 


FUNCTIONAL STUDY OF THE SUPRARENAL GLANDS. 


Our method of applying the Cannon test for 
adrenalin was as follows: (a) The blood of the 
animals was tested before the application of the 
stimulus. If this test was negative, then (b) 
the stimulus was applied and the blood again 
tested. If this test was negative, a small amount 
of adrenalin was added. If a positive reaction 
was then given, the negative result was accepted 
as conclusive. (c) If the control test was nega- 
tive, then the stimulus was given. If the blood 
after stimulation gave a positive result for 
adrenalin, a second test of the same animal’s 
blood was made twenty-five minutes or more 
later. If the second test was negative, then 
the positive result of the first test was accepted 
as conclusive. 

We have recorded sixty-six clear-cut experi- 
ments on dogs, which show that after fear and 
rage; after anaphylaxis; after the injections of 
indol and skatol; of lencin and tyrosin; of the 
toxins of diphtheria and colon bacilli; of strep- 
tococci. and staphylococci; of foreign proteins 
and of strvechnin, the Cannon test for adrenalin 
was positive. The test was negative after trau- 
ma under anesthesia, and after intravenous in- 
jections of thyroid extract, of thyroglobin and 
of the juices of various organs injected into 
the same animal from which the organs were 
taken. Placental extract gave a positive test. 
The test was sometimes positive after electric 
stimulation of the splanchnic nerves. On the 
other hand, if the nerve supply to the suprare- 
nals had been previously divided, or if the supra- 
renals had been previously excised, then the 
Cannon test was negative after the administra- 
tion of each of the foregoing adequate stimuli. 
Blood taken directly from the suprarenal vein 
gave a positive result, but under deep morphini- 
zation the blood from the suprarenal vein was 
negative, and under deep morphinization the 
foregoing adequate stimuli were negative. 

In brief, the agencies that in our brain-cell 
studies were found to cause hvperchromatism 
followed by chromatolysis, gave positive results 
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in the Cannon test for adrenalin. The one agent 
which was found to protect the brain against 
changes in the Nissl substance—morphin—gave 
a negative result in the Cannon test for adre- 
nalin. After excision of the suprarenals, or 
after division of their nerve supply, all Cannon 
tests for adrenalin were negative. 


HISTOLOGIC STUDIES OF THE SUPRARENAL GLANDS 


Histologic studies of the suprarenal glands 
after the application of the adequate stimuti 
which gave positive results to the Cannon test 
for adrenalin are now in progress and thus far 
the histologic studies corroborate the functional 
tests. 

In hibernating woodchucks, the cells of the 
suprarenal cortex were found to be vacuolated 
and shrunken. In 100 hours of insomnia, in 
surgical shock, in strong fear, in exhaustion 
from fighting, in peptone injections, in acute 
infections, the suprarenal glands undergo his- 
tological changes characteristic of exhaustion. 
Alkalies cause suprarenal changes, but acids 
do not. 

We have shown that brain and suprarenal 
activity go hand in hand---that is, that the 
suprarenal secretion activates the brain, and 
that the brain activates the suprarenals. The fun- 
damental question which now arises is this: Are 
the brain and the suprarenals interdependent ? 
A positive answer may be given to this question, 
for the evidence of the dependence of the brain 
upon the suprarenals is as clear as is the 
evidence of the dependence of the suprarenais 
upon the brain. (1) After excision of the 
suprarenals, the brain-cells undergo continuous 
histological and functional deterioration until 
death. During this time the brain progressive- 
lv loses its power to respond to stimuli and 
there is also a progressive loss of muscular power 
and a diminution of body temperature. (2) In 
our crossed circulation experiments we found 
that adrenalin alone could cause increased brain 
activity, while histologically we know that adre- 
nalin alone causes an increase of the Nissl sub- 
stance. An animal both of whose suprarenals 
had been excised showed no hyperchromatism 
in the brain-cells after the injection of strych- 
nin. toxins, foreign proteins, ete. (3) When the 
suprarenal nerve supply is divided (Cannon- 
Elliott), then there is no increased suprarenal 
activity in response to adequate stimuli. 

From these studies we are forced to conclude 
not only that the brain and suprarenals are 
interdependent, but that the brain is actually 
more dependent upon the suprarenals than the 
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suprarenals upon the brain, since the brain 
deteriorates progressively to death without the 
suprarenals, while the suprarenal whose con- 
nection with the brain has been broken by the 
division of its nerve supply will still produce 
sufficient adrenalin to support life. 

From the strong affinity of the brain-cells for 
adrenalin which was manifested in our experi- 
ments, we may strongly suspect that the Nissl 
substance is a volatile, extremely unstable com- 
bination of certain elements of the brain-cells 
and adrenalin because the suprarenal glands 
alone do not take the Nissl stain and the brain 
deprived of adrenalin does not take the Nissl 
stain. The consumption of the Nissl substance 
in the brain-cells is lessened or prevented 
by morphin as is the output of ad- 
renalin; and the consumption of the Nissl 
substance is also lessened or prevented 
by nitrous oxid. But morphin does not prevent 
the action of adrenalin injected into the cir- 
culation, hence the contro: of morphin over 
energy expenditure is exerted directly on the 
brain-cells. Apparently morphin and nitrous 
oxid both act through this interference with 
oxidation in the brain. We therefore, conclude 
that within a certain range of acidity of the 
blood adrenalin can unite with the brain-ceils 
only through the mediation of oxygen, and that 
the combination of adrenalin, oxygen and cer- 
tain brain-cell constituents causes the electric 
discharge that produces heat and motion. In 
this inter-relation of the brain and the supra- 
renals, we have what is perhaps the master key 
to the automatic action of the body. Through 
the special senses environmental stimuli reach 
the brain and cause it to liberate energy which 
in turn activates certain other organs and tis- 
sues, among which are the suprarenal glands. 
The increased output of adrenalin activates the 
brain to still greater activity, as a result of 
which again the entire sympathetic nervous svs- 
tem is further activated, as is manifested by 
increased heart action, more rapid respiration, 
raised blood-pressure, increased output of gly- 
cogen, increased power of the muscles to metab- 
olize glucose, ete. 

Tf this conclusion is well founded, we should 
find corroborative evidence in histologic changes 
in that great store-house of potential energy, 
the liver, as a result of the application of each 
of the adequate stimuli which preduced brain- 
cell and suprarenal changes. 

THE LIVER. 

Prolonged insomnia, prolonged physical ex- 

ertion, infections, injections of toxins, and of 
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strychnin, rage and fear, physical injury under 
anesthesia, in fact all of the adequate stimuli 
which affected the brain and the suprarenals, 
produced constant and _ identical histologic 
changes in the liver—the cells stained poorly, 
the cytoplasm was vacuolated, the nuclei were 
crenated, the cell membranes were irregular, 
the most marked changes occurring in the cells 
of the periphery of the lobules. In prolonged 
insomnia the striking changes in the liver were 
repaired by one seance of sleep. 

Are the histologic changes in the liver cells 
due to metabolism or toxic products or are they 
“work” changes incident to the conversion of 
latent into kinetic energy? Are the brain, 
suprarenals, and liver interdependent? The 
following facts establish the answers to these 
‘queries: 

(1) The duration of life after excision of 
the liver is about the same as after adrenalect- 
omy—approximately eighteen hours. 

(2) The amount of glycogen in the liver 
was diminished in all of the experiments show- 
ing brain-suprarenal activity; and when the 
histologic changes were repaired, the normal 
amount of glycogen was again found. 

(3) In crossed circulation experiments 
changes were found in the liver of the animal 
whose brain received the stimulus. 

From these premises we must consider that 
the brain, the suprarenals, and the liver are 
mutually dependent on each other for the con- 





version of latent energy into kinetic. Each is 


a vital organ—each equally vital. It may be 
said that excision of the brain may apparently 
cause death in less time than excision of the 
liver or suprarenals, but this statement must 
be modified by our definition of death. Tf all 
the brain of an animal be removed by decapita- 
tion, its body may live on for at least eleven 
hours if its circulation be maintained by trans- 
fusion. An animal may live for weeks or months 
after excision of the cerebral hemispheres and 
the cerebellum, while an overtransfused animal 
may live many hours, for davs even, after the 
destruction of the medulla. It is possible even 
that the brain actually is a less vital organ than 
either the suprarenals or the liver. 

In our research to discover whether any other 
organs should be included with the brain, the 
suprarenals and the liver in this mutually in- 
terdependent relation, we hit upon an experi- 
ment which throws light upon this problem. 

Groups of rabbits were gently kept awake 
for 100 hours by relays of students—an experi- 
ment which steadily withdrew energy but caused 
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not the slightest physical or emotional injury 
to any of them; no drug, toxin, or other agent 
was given to them; they were given sufficient 
food and drink. In brief, the internal and 
external environments of these animals were 
kept otherwise normal excepting for the gentle 
stimuli which ensured continued wakefulness. 
This protracted insomnia gradually exhausted 
the animals completely, some to the point of 
death even. Some of the survivors were killed 
immediately after the expiration of 100 hours 
of wakefulness, others after varying intervals. 

Histological studies were made of every tissue 
and organ in the body. Three organs, the brain, 
the suprarenals, and the liver, and these three 
only showed histologic changes. In these three 
organs the histologic changes were marked, and 
were almost wholly repaired by one seance of 
sleep. In each instance these histologic changes 
were identical with those seen after physical 
exertion, emotions, toxins, etc. It would appear, 
then, that these three organs take the stress of 
life—the brain is the “battery,” the suprarenals 
the “oxydizer,’ and the liver the “gasoline 
tank.” The clear-cut insomnia experiment cor- 
responds precisely with our other brain-supra- 
renal observations. 

With these three kinetic organs we may sure- 
lv associate the “furnace,” the muscles, in which 
the energy provided by the brain, suprarenals 
and liver, plus oxygen, is fabricated into heat 
and motion. 

Benedict in his monumental work on metab- 
olism has demonstrated that in the normal 
state, at least, variations in tiie heart beat paral- 
lel variations in metabolism. He and others 
have shown also that all the energy of the body, 
whether evidenced by heat or by motion, is pro- 
duced in the muscles. In the muscles then, we 
find the fourth vital link in the kinetic chain. 
The muscles move the body, circulate the blood, 
effect respiration, and govern the body temper- 
ature. They are the passive servants of the 
brain-svprarenal-liver syndrome. 

Neither the brain, the suprarenals, the liver, 
nor the muscles, however, nor all of these to- 
gether have the power to change the rate of the 
expenditure of energy; to make possible the in- 
creased expenditure in adolescence, in preg- 
nancy, in courting and mating, in infections. 
No one of these organs, nor all of them together, 
can act as a pacemaker or sensitizer. The brain 
acts immediately in response to the stimuli of 
the moment; the suprarenals respond instantly 
to the fickle brain and the effects of their rela- 
tions are fleeting; the liver contains fuel only 
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and cannot activate, and the muscles in turn 
act as the great furnace, in which the final 
transformation into available energy is made. 


THE THYROID. 


Another organ—+the thyroid—has the special 
power of governing the rate of discharge of en- 
ergy; in other words, the thyroid is the pace- 
maker. Unfortunately, the thyroid cannot be 
studied to advantage either functionally or his- 
tologically, for there is as vet no available test 
for thyroidism in the blood as there is for 
adrenalin, and thyroid activity is not attended 
by striking histologic changes. Therefore the 
only laboratory studies which have been satis- 
factory thus far are those by which the iodin 
content of the thyroid has been established. 
Todin is stored in the colloid lacunae of the 
thyroid and in combination with certain pro- 
teins is the active agent of the thyroid. 

Beebe has shown that electrical stimulation 
of the nerve supply of the thyroid diminishes 
the amount of iodin which it contains and it is 
known that in the hyperactive thyroid in Graves’ 
disease the iodin content is diminished. The 
meagerness of laboratory studies, however, is 
amply compensated by the observations which 
the surgeon has been able to make on a vast 
scale—observations which are as definite as are 
the results of laboratory experiments. 

The brain-cells and the suprarenal glands are 
securely concealed from the eye of the clinician, 
hence the changes produced in them by different 
causes escape his notice, but the thyroid has 
always been closely scrutinized by him. The 
clinician knows that every one of the above 
mentioned causes of increased brain-cell, supra- 
renal, liver and muscle activity may cause an 
increase in the activity of both the normal or 
the enlarged thyroid; and he knows only too 
well that in a given case of exophthalmic goiter, 
the same stimuli which excite the brain, the 
suprarenals, the liver, and the muscles to in- 
creased activity will also aggravate this disease. 

The function of the thyroid in the kinetic 
chain is best evidenced, however, by its role in 
the production of fever. Fever results from the 
administration of thyroid extract alone in large 
doses. In the hvper-activity of the thyroid in 
exophthalmie goiter, one sees a marked tendency 
to fever; in severe cases there is daily fever. 
In fact, in Graves’ disease we find displaved to 
an extraordinary degree an exaggeration of the 
whole action of the kinetic mechanism. 

We have stated that in acute Graves’ disease 
there is a tendency to the production of spon- 
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taneous fever, and that there is a magnified 
diurnal variation in temperature which is due 
to an increased output of energy in even the 
normal reaction producing consciousness. In 
Graves’ disease there is, therefore, a state of in- 
tensified consciousness, which is associated with 
low brain thresholds to all stimuli—both to 
stimuli that cause muscular action and to stim- 
uli that cause fever. The intensity of the kinet- 
ic discharge is seen in the constant fine tremor. 
It is evident that the thresholds of the brain 
have been sensitized. In this hypersensitization 
we find the following strong evidence as to the 
identity of the various mechanisms for the 
production of fever. In the state of superlative 
sensitization which is seen in Graves’ disease, 
we find that the stimuli that produce muscular 
movement, the stimuli that produce emotional 
phenomena and the stimuli that produce fever 
are as nearly as can be ascertained equally ef- 
fective. Clinical evidence regarding this point 
is abundant, for in patients with Graves’ dis- 
ease we find that the three types of conversion 
of energy resulting from emotional stimulation. 
from nociceptor stimulation (pain), and from 
infection stimulation are, as nearly as can be 
judged, equally exaggerated. In the acute cases 
of Graves’ disease the explosive conversion of 
latent energy into heat and motion is unexcelled 
by an other known normal or pathological phe- 
nomenon. Excessive thyroid secretion, as in 
thyrotoxicosis from functioning adenomata, and 
excessive thyroid feeding, cause all the phenom- 
ena of Graves’ disease, except the exophthalmos 
and the emotional facies. The ligation of ar- 
teries, division of its nerve supply and excision 
of part of the gland may reverse the foregoing 
picture and restore the normal condition. The 
patient notes the effect on the second day and 
often within a week is relatively quiescent. On 
the contrary if there is thyroid deficiency there 
is the opposite state, a reptilian sluggishness. 
At will, then, through diminished, normal or 


‘excessive administration of thyroid secretion, 


we may produce an adynamic, a normal or an 
excessively dynamic state. By the thvroid in- 
fluence, the brain thresholds are lowered and 
life becomes exquisite; without its influence the 
brain becomes a globe of relatively inert sub- 
stance. Excessive doses of iodin alone cause 
most of the symptoms of Graves’ disease. The 
active constituent of the thyroid is iodin in a 
special protein combination. This is stored 
in the collodial spaces. Hence one would not 
expect to find changes in the cells of the thyroid 
gland as a result of increased activity unless 
it be prolonged. 
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We have thus far considered the normal roles 
played by the brain, the suprarenals, the liver, 
the muscles and the thyroid in transforming 
latent into kinetic energy in the form of heat 
and motion as an adaptive response to environ- 
mental stimuli. 

The argument may be strengthened, however, 
by the discussion of the effect of the impairment 
of any of these links in the kinetic chain upon 
the conversion of latent into kinetic energy. 


EFFECT UPON THE OUTPUT OF ENERGY OF IM- 
PATRED OR LOST FUNCTION OF EACH OF 
SEVERAL LINKS IN THE 
KINETIC CHAIN. 


1. The Brain: Cerebral Softening.—In cere- 
bral softening we may find all the organs of the 
body comparatively healthy excepting the brain. 
As the brain is physically impaired it cannot 
stimulate other organs to the conversion of 
latent energy into heat or into motion, but on 
the contrary in these cases we find feeble mus- 
cular and intellectual power. I believe also we 
find that in patients with cerebral softening, 
infections such as pneumonia show a lower tem- 
perature range than in patients whose brains are 
normal. 

2. The Suprarenals—In such destructive 
lesions of the suprarenal glands as Addision’s 
disease one of the cardinal symptoms is a sub- 
normal temperature and impaired muscular 
power. Animals upon whom double adre- 
nalectomy has been performed show a striking 
fall in temperature, muscular weakness—after 
adrenalectomy the animal may not be able to 
stand even—and progressive chromatolysis. 

3. The Iniver—When the function of the 
liver is impaired by tumors, cirrhosis, or degen- 
eration of the liver itself then the entire energy 
of the body is correspondingly diminished. This 
diminution of energy is evidenced by muscular 
and mental weakness, by diminished response 
and by gradual loss of efficieney which finally 
reaches the state of asthenia. 





4. The Muscles.—It has been observed clin- 
ically that if the muscles are impaired by long 
disuse, or by a disease such as myasthenia gravis, 
the range of production of both heat and motion 
is below normal. This is an agreement with the 
experimental findings that anesthetics, curare, 
or any break in the muscle-brain connection 
causes diminished muscular and heat produe- 
tion. 

5. The Thyroid—In myxedema one of the 
cardinal symptoms is a persistently sub-normal 
temperature and though prone to infection, sub- 
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jects of myxedema show but feeble febrile re- 
sponse and readily suecumb. This clinical ob- 
servation is strikingly confirmed by laboratory 
observations; normal rabbits subjected to fear 
showed a rise in temperature of from one to 
three degrees while two rabbits whose thyroids 
had been previously removed and who had then 
been subjected to fright showed much less 
febrile response. Myxedema subjects show a loss 
of physical and mental energy which is pro- 
portional to the lack of thyroid. Deficiency in 
any of the organs of the kinetic chain causes 
a like loss of heat, loss of muscular and emotion- 
al action, of mental power and of the power of 
combatting infections—the negative evidence 
thus strongly supports the positive. By accumu- 
lating all the evidence we believe we are justified 
in associating the brain, the suprarenals, the 
thyroid, the muscles and the liver as vital links 
in the kinetic chain. Other organs play a role 
undoubtedly, though a minor one. 


STUDIES IN HYDROGEN ION CQNSENTRATION IN 
ACTIVATION OF THE KINETIC SYSTEM. 


Having established the identity of some, at 
least, of the organs which constitute the kinetic 
chain, we endeavored to secure still further evi- 
dence regarding the energy-transforming func- 
tion of these organs by making studies of the 
H-ion concentration of the blood as one would 
expect, prima facie, that the normal reaction 
would be altered by kinetic activation. 

H-ion concentration tests were made after 
the application of the adequate stimuli by which 
the function of the kinetic organs had been 
determined and we studied also the effect upon 
the acidity of the blood of strvchnin con- 
vulsions after destruction of the medulla; of 
deep narcotization with morphin before anes: 
thesia; of deep narcotizaticn with morphine 
after the H'-ion concentration had already been 
increased by fear, by anger, bv exertions, by in- 
jurv under anesthesia, or by anesthesia alone. 

The complete data of these experiments will 
be later reported in a monograph; here it is 
sufficient to state that anger, fear, injury, mus- 
cular exertion, inhalation anesthesia, strychnin, 
alcohol—-in fact, all of the stimuli which we had 
already found to produce histologic changes in 
the brain, the suprarenals, and the liver—ex- 
cepting bacterial toxins—caused increased H-ion 
concentration. Of striking significance is the 
fact that morphin alone caused no change in 
the H-ion concentration, while if administered 
before the application of a stimulus which by 
itself produced increased H-ion concentration, 
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the action of that stimulus was neutralized or 
postponed. If, however, morphin was admin- 
istered a/ter the increased acidity had been pro- 
duced by any stimulus, or by inhalation anes- 
thesia, then the time required for the restoration 
of the normal alkalinity was much prolonged 
and in some instances the power of acid neu- 
tralization was permanently lost. 

After excision of the liver, the normal H-ion 
concentration was maintained for periods vary- 
ing from one to several hours after which the 
concentration (acidity) began to increase as the 
vitality of the animal began to decline—the con- 
centration (acidity) increasing rapidly until 
death. After excision of the suprarenals the 
blood remained normal for from four to six 
hours when the H-ion concentration increased 
rather suddenly—+the increase being synchron- 
ous with the incidence of the phenomena which 
immediately preceded death. 

In none of these cases was it determined 
whether the increased H-ion concentration was 
due to other causes of death or whether death 
was due to the increased acidity. 

It is also significant that after the applica- 
tion of each of the adequate stimuli which 
increased the H-ion concentration of the blood 
in other parts of the body, the blood from the 
suprarenal vein showed a slight diminution in 
acidity as in most instances did the blood from 
the hepatic vein also. 


KINETIC DISEASES. 


If our conclusions are sound, then in the 
kinetic system we find an explanation of many 
diseases. and having found the explanation, we 
find new methods of combating them. 

When the kinetic system is driven at an 
overwhelming rate of speed—as by severe physi- 
cal injury, by intense emotional excitation, by 
the perforation of the intestines, by the pointing 
of an abscess into new territory, by the sudden 
onset of an infectious disease, by an overdose 
of strychnin, by a Marathon race, by a grilling 
fight, by foreign proteins, by anaphylaxis, the 
result of these acute overwhelming activations 
of the kinetic system is clinically designated 
shock, and according to the cause is called 
traumatic shock, toxie shock, anaphvlactic shock, 
drug shock, ete. 

The essential pathology of shock is identical 
whatever the cause. If, however, instead of an 
intense overwhelming activation, the kinetic 
system is continuously or intermittently over- 
stimulated through a considerable period of 
time, as long as each of the links in the kinetic 
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chain takes the strain equally the result will 
be excessive energy conversion—excessive work 
done; but usually, under stress, some one link in 
the chain is unable to take the strain and then 
the evenly balanced work of the several organs 
of the kinetic system is disturbed. If the brain 
cannot endure the strain, then neurasthenia, 
nerve exhaustion, or even insanity follows. If 
the thyroid cannot endure the strain it under- 
goes hyperplasia, which in turn may result in a 
colloid goiter or in exophthalmic goiter. If the 
suprarenals cannot endure the strain, cardio- 
vascular disease may develop. If the liver can- 
not take the strain then death from acute acid- 
osis may follow, or if the neutralizing effect of 
the liver is only partially lost, then the acidity 
may cause Bright’s disease. Over-activation of 
the kinetic system may cause glycosuria and 
diabetes. 

Tdentical physical and functional changes in 
the organs of the kinetic system may result from 
intense continued stimulation from any of the 
following causes; excessive physical labor, ath- 
letic exercise, worry or anxiety, intestinal auto- 
intoxication, chronic infections, such as oral 
sepsis, tonsilitis and adenoids; chronic appen- 
dicitis, chronic cholecystitis, colitis, and skin 
infections: the excessive intake of protein food 
(foreign protein reaction) ; emotional strain, 
pregnancy, stress of business or professional life 
—all of which are known to be activators of 
the kinetic system. 

From the foregoing statements we are able 
to understand the muscular weakness following 
fever: we can understand why the senile have 
neither muscular power nor strong febrile re- 
action; why long continued infections produce 
pathologic changes in the organs constituting 
the kinetic chain; why the same _ pathologic 
changes result from various forms of activation 
of the kinetic system. In this hypothesis we 
find a reason why cardiovascular disease may 
be caused by chronic infection, by auto-intoxi- 
cation, by overwork, or by emotional excitation. 
We now see that the reason why we find so 
much difficulty in differentiating the numerous 
acute infections from each other is because they 
play upon the same kinetic chain. Our postulate 
harmonizes the pathological democracy of the 
kinetic organs, for it explains not only why 
in many diseases the pathological changes in 
these organs are identical, but why the same 
changes are seen as the result of emotional strain 
and over-work. We can thus understand how 
either emotional strain or acute or chronic in- 
fection may cause either exophthalmic goiter 
or cardiovascular disease; how chronic intes- 
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tinal stasis with the resultant absorption of 
toxins may cause cardiovascular disease, neu- 
rasthenia or goiter. Here is found an explana- 
tion of the phenomena of shock, whether the 
shock be the result of toxins, of infection, of 
foreign proteins, of anaphylaxis, of psychic 
stimuli, or of a surgical operation with its 
combination of both psvehic and traumatic 
elements. 

This conception of the kinetic system has 
stood a crucial test by making possible the 
shockless surgical operation. It has offered a 
plausible explanation of the cause and the treat- 
ment of Graves’ disease. Will the kinetic theory 
stand also the clinical test of controlling that 
protean disease bred in the midst of the stress 
of our present-day life? Present-day life, in 
which one must ever have one hand on the 
sword and the other on the throttle, is a con- 
stant stimulus of the kinetic system. The force 
of these kinetic stimuli may be lessened at the 
cerebral link by intelligent control—a protective 
control is empirically attained by many of the 
most successful men. The force of the kinetic 
stimuli may be broken at the thyroid link by 
dividing the nerve supply, reducing the blood 
supply, or by partial excision; or if the supra- 
renals feel the strain, the stimulating force may 
be broken by dividing their nerve supply, re- 
ducing the blood supply or by partial excision. 
No theory is worth more than its vield in prac- 
tice, but already we have the shockless operation, 
the surgical treatment of Graves’ disease, and 
the control of shock and of acute infections by 
overwhelming morphinization. 


CONCLUSIONS. 


To become adapted to their environment ani- 
mals are transformers of energy. This adapta- 
tion to environment is made by means of a 
system of organs evolved for the purpose of con- 
verting potential energy into heat and motion. 
The principal organs and tissues of this sys- 
tem are the brain, the suprarenals, the thyroid, 
the muscles and the liver. Each is a vital link— 
each plays its particular role and one cannot 
compensate for the other. A change in anv 
link of the kinetic chain modifies proportionate- 
lv the entire kinetic svstem, which is no stronger 
than it weakest link. 

In this conception we find a possible ex- 
planation of many diseases—one which may 
point the way to new and more effective thera- 
peutic measures than those now at our com- 
mand. 


Jour. M. S. M. S. 


POST-OPERATIVE ILEUS AND ILEUS 
ACCOMPANYING PERITONITIS.* 
Raymonp C. Anprtss, A.B., M.D. 


DETROIT, MICH. 


The progress of surgery during the past few 
decades has been so rapid; the cry for early 
diagnosis and early treatment has been so 
rampant, that to discuss a subject that deals 
with the delayed and even neglected complica- 
tions of abdominal disease, seems almost super- 
fluous. This verdict applies especially to that 
part of my subject which treats of ileus accom- 
panving peritonitis. Post-operative ileus is not 
always avoidable, but there ought to be no cases 
of ileus accompanving peritonitis. When ileus 
and peritonitis follow appendicitis for instance, 
it is evidence that somebody has made a mistake. 
Even when pus is found in appendicitis, it is 
evidence that someone has blundered. Yet every 
now and then, such cases enter our hospitals; 
cases in which every vestige of the original clin- 
ical picture have disappeared, the avoidable 
complication, ileus and peritonitis, alone being 
prominent. It is not often the physician nor 
is it the surgeon who is to blame. It is not 
infrequently the patient himself or some offi- 
cious member of the patient’s family who inter- 
feres or does not send for the doctor early 
enough. 

Given, then, a patient with the symptom of 
ileus, namely, continuous vomiting, pain, 
meteorism and coprostasis, whether these follow 
some operative procedure or whether they are 
present in an advanced case of peritonitis from 
any cause, what can we do to prevent a fatal 
outcome and on what does the fatal outcome 
depend ? 

The latter question—On what does the fatal 
outcome depend—has, in the course of time, 
given rise to varied discussions. The theory 
that death in these cases is due to the absorption 
of toxins, both chemical and bacteriological, has 
many defenders. That such is the case has not 
been proven, either clinically or experimentally. 
In a series of experiments by Dr. McLean and 
myself,! we showed that such toxins could not 
be demonstrated in the stomach or duodenal 
secretions, in the serum or in the blood of dogs 
dying from ileus. Later we showed, that the 
gas liberated in the intestine of an ileus dog, 
proved non-toxic to a normal dog. The only 
conclusion we could arrive at was, that death 
was due to a depletion of the vascular and 


*Read before the Section on Surgery, 49th Annual Meeting, 
M.S.M.S. held in Lansing, September 10-11, 1914. 
1. Jour. A.M.A., Nov. 2, 1912, p. 1614. 

















ate a Hae ia RO 








OE hah tees tere E RP Dien 


en cE A ST ae SOE 


FEBRUARY, 1915 POST-OPERATIVE 
lymph system, causing a grave disturbance in 
the circulation, especially the cerebral circula- 
tion, and that a pathological change in the 
sympathetic nervous system, a loss of sym- 
pathetic control, was probably contributary. 
If we look at the clinical picture that con- 
fronts us in ileus, we can readily see how there 
must be a great depletion of the vascular and 
lvmph systems. In the patient suffering with 
ileus, the abdomen is distended almost to the 
point of bursting; copious, watery vomiting is 
incessant, and even after the act of vomiting, 
the stomach tube will still bring forth large 
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is the following: The gradual accumulation of 
gas in the intestinal tract progresses to a state 
where it produces an overdistention of the mus- 
culature of the bowel. This overdistention causes 
a paralysis, just as overdistention of the bladder 
causes a paralysis of this viscus. The pressure 
thus exerted occasions a disturbance in the 
sympathetic nervous system, a loss of sym- 
pathetic control; the abdominal blood vessels 
become overfilled and the transudation into the 
hollow viscera begins. The transuded fluids, 
emptying into the stomach and intestine, finally 


overflow as vomitus. They are expelled, not so 
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quantities of dark green or black fluids, all, 
sapped, as it were, from the blood 
through the medium of the bile passages, pan- 
creatic ducts and intestinal mucosa. 
experiments we have shown that the amount of 
fluids thus lost during the course of an ileus 
death (which for a dog is an average of sixty- 


seven hours) is equal to about one-tenth of the 
body weight. 


vessels, 


From our 


Such a loss of fluid is beyond 


doubt an enormous drain on the system and 
certainly causes profound depression. 


The precise physiological process, by which 


the enormous transudation of fluids occurs, is to 
a certain extent conjectural. A plausible theory, 
however, by which this process can be explained, 


much by an act of vomiting, as by an over- 
flowing of an overfilled stomach, as the stomach 
tube so well demonstrates. 

Assuming, then, that depletion of the sys- 
tem is largely responsible for the grave con- 
dition of a patient suffering from ileus, is this 
of an equal importance, whether the ileus is a 
post-operative condition or whether it is con- 
comitant with peritonitis ? 

If we compare uncomplicated post-operative 
ileus and ileus accompanying peritonitis, we find 
that there is an essential difference. In the 
former, there is no bacterial inflammation and 
consequently no absorption of bacteria and their 
toxins, while in the latter, this element, as can 
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be proven by cultures from the peritoneum and 
blood, does enter into the consideration. The 
same treatment will, however, benefit either 
condition. It is true that in ileus complicated 
by peritonitis, the treatment will not cause such 
an immediate and marked improvement ; never- 
theless it proves most efficient. A few cases, 
cited below, will demonstrate this fact. 

How then are we to proceed in the treatment 
of ileus? First of all by prevention. In the 
post-operative variety, this consists in scrup- 
ulously avoiding any procedure that might tend 
to bring on the condition; such as, prolonged 
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tion should be made of pituitrin. In our exper- 
ience one cubic centimeter of pituitrim admin- 
istered immediately after operation and repeated 
in about eight hours, has materially reduced the 
amount of post-operative abdominal distention. 
What the exact physiological action is, has not 
been definitely proven; it seems to stimulate 
contraction. Whatever its action, how- 
ever, it does cause the expulsion of  flatus 
even during the first twenty-four hours. As a 
preventive for ileus, it certainly deserves a more 
universal trial. 

Of the simple procedures that often prove 
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anesthesia, needless exposure of abdominal 
viscera and extensive manipulation, especially 
pulling on the mesentery. 

As for ileus that accompanies peritonitis, it 
is imperative to adopt all means at our disposal 
to prevent peritonitis in the first place. Here 
the old ery, early diagnosis and early operative 
interference is the only solution of the problem. 
Cases of appendicitis should not be allowed to 
rupture and cause peritonitis and likewise all 
other conditions that are liable to cause a peri- 
tonitis should be diagnosed and dealt with in 
their incipiency, that is, before it is possible for 
a peritonitis to develop therefrom. Until this is 
accomplished we will always be called upon to 
treat cases of ileus. 

Tn the prevention of post-operative ileus men- 


useful in combating ileus are, the early adminis- 
tration of castor oil, esserine salicylate, physo- 
stigmine, atropin, repeated gastric lavage and 
enemata. Of these, the last mentioned, gastric 
lavage and enemata are probably the most im- 
portant. Ordinarily these should be repeated 
every two or three hours. If after their repeated 
trial the condition is not ameliorated, their use 
should not be persisted in too long, for thereby 
valuable time is lost and the condition of the 
patient may be reduced to a state when even a 
more radical procedure will be of no avail. 


At this juncture I wish to state that we can- 
not and should not treat our patients dogmati- 
cally. No two cases are alike. To adopt a 
general rule and apply it universally eliminates 
one’s personal experience and judgment. Par- 
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ticularly is this true in ileus. Oftentimes cases 
that are far advanced and seem hopeless are 
benefitted by the simple procedure above numer- 
ated. Therefore, to assume, that every case 
of ileus must be treated by a radical surgical 
operation is just as wrong as to assume that 
every case must be left alone and treated med- 
ically. 

The radical procedure the writer here has 
reference to.is enterostomy or the act of produc- 
ing a fistulous opening from somewhere in the 
intestinal tract through the abdominal wall, 
for the purpose of providing a new outlet for 
the retained gases and fluids. 

To those who have not seen the benefits de- 
rived from this procedure, it must indeed seem 
radical in the extreme. Such, however, is not 
the case, especially when we consider it a life 
saving measure and in many cases, a choice 
between enterostomy and death. Every surgeon 
remembers well, cases of appendicitis for in- 
stance, in which the appendix has been removed, 
efficient drainage instituted and vet in spite of 
all, at the end of three, four or five days the 
patient is still vomiting, his abdomen is still 
intensely distended, and he is unable, even with 
the help of enemata to secure an effective bowel 
movement; when, much to the surprise of all 
concerned, the patient suddenly feels quite com- 
fortable, vomiting ceases, and pain and dis- 
tension considerably disappear; all due to the 
fact that nature herself has formed a new outlet 
for the gases and transuded fluids that had been 
locked up in the intestinal tract on account 
of the inability of the paralyzed gut to propel 
them to their natural outlet. It is true that 
the discharges from the wound will have 
changed from a purulent to a purulent and fecal 
character, but of what consequence is this when 
we realize that the critical state of the patient 
is over; that he, who before was extremely dis 
tressed with vomiting and distention, is now at 
ease and again desirous for food and drink. If 
nature often accomplishes a cure in this man- 
ner, after days of struggling on the part of the 
patient, why should not the surgeon imitate her 
in effort, spare the patient needless suffering, 
and at the same time enormously increase his 
chances for recovery? This is precisely what 
an enterostomy will accompish. 

It was stated above that the critical condi- 
tion of the patient is due to distention, the 
irritation of which to the sympathetic nervous 
system, causes a disturbance in the abdominal 
blood vessels. These become overfilled and the 
transudation of fluids into the intestinal tract 
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follows. An enterostomy lessens this abdominal 
distention almost immediately ; with it, the irri- 
tation in the paralyzed gut is allaved and the 
further influx of blood to the abdominal vessels 
prevented. 

At this stage the depletion of the vascular 
svstem will have been considerable. This dam- 
age can easily be repaired by the free admin- 
istration of normal saline solution, either in- 
travenously, subcutaneously or by rectum. Hart- 
well and Houget? well demonstrated the value 
of saline in sustaining life for three or four 
weeks or until death from starvation takes place, 
even in the face of mechanical ileus. By their 
experiments they have shown that an ileus dog, 
who ordinarily dies in seventy hours, can be 
made to live for three or four weeks, by the 
subcutaneous administration of saline. By so 
doing they add to the circulation an amount 
of fluid slightly in excess to that transuded into 
the stomach and intestine and lost as vomitus. 
As much as 500 cubic centimeters of saline 
were injected into a dog daily. 

An enterostomy, to be successful in these ex- 
treme cases, must be done without added shock 
to the patient. This can readily be accomplish- 
ed at the primary operation in cases of peri- 
tonitis accompanied by ileus, and in post-opera- 
tive ileus under local anesthesia, either by 
separating the edges of the old incision or by 
making another small opening. Any presenting 
distended loop of ileum (preferably one near 
the cecum.) can be caught, fastened to the cut 
edges of the parietal peritoneum by two or three 
sutures and opened by a small longitudinal 
incision. Gas and fecal stained fluids will 1m- 
mediately be forced out in large quantities and 
the relief to the patient is at once apparent. 
To insure the patency of the opening in the 
gut, a rubber drainage tube is inserted towards 
the proximal end. If in doubt as to which end 
is proximal, a tube can be inserted in both 
directions. 

Closure of the enterostomy wound is under- 
taken in two or three weeks. By this time the 
bowel will have fully recovered its tone. To- 
wards the end of this time enemata are usually 
effectual and in some-cases even normal bowel 
movements occur. If at this time feces cannot 
be evacuated per rectum, it is advisable to defer 
closure of the enterostomy wound longer than 
two or three weeks. It will be remembered that 
the opening made in the bowel at the time the 
enterostomy was performed, was only a small 
longitudinal slit. Simple appoximation of the 


2. Jour. A.M.A., July 13, 1913. 
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edges reinforced by a few Lembert sutures is 
all that is necessary. Occasionally, an enteros- 
tomy wound will even close without an opera- 
tion, Just as nature’s fecal fistulae usually close 
spontaneously. It is rarely necessary to free 
all adhesions ; make a wide resection of the bowel 
at the point of the opening and perform an end 
to end anastamosis. 


CASE REPORTS. 


CAsE 1. Mr. B. G. Age 41; entered hospital with 
large appendiceal abscess of ten days’ duration. 
His abdomen was immensely distended and he was 
‘vomiting continuously. 

Operation—Under gas anesthesia, peritoneal cav- 
ity was drained through appendix incision and 
through supra pubic stab wound. The appendix was 
not easily found and therefore left in situ. 


Post-Operative-—For the next ten days patient’s 
condition was poor. Occasionally he would pass 
flatus and small quantities of fecal matter but there 
was never a good bowel movement. During this 
time he vomited frequently. Stomach lavage was of 
little avail. On the eleventh day, the distention 
grew still worse and the amount of fluid withdrawn 
from the stomach immediately after the act of vom- 
iting, increased. An enterostomy was therefore de- 
cided upon and performed under local anesthesia. 
The day following the enterostomy his condition was 
considerably improved. Vomiting ceased and dis- 
tention disappeared. Twenty-six days after the 
enterostomy was performed it was_ successfully : 
closed under gas anesthesia. The patient left the 
hospital two weeks later. 





Comment—This patient was in a very serious 
condition when admitted into the hospital. Had we 
to repeat the treatment of this case, we surely would 
perform an enterostomy at the time of the first 
operation. We believe that the patient’s recovery 
would have been hastened and the eleven days, inter- 
vening between the first operation and the enter- 
ostomy, all during which time his condition was 
critical, would not have occurred to retard his con- 
valescence. Cases of this type should always receive 
the benefits of a primary enterostomy. The long 
delay in closing the enterostomy wound in this case, 
was due to the fact, that the bowel distal to the 
enterostomy reacted very sluggishly. In spite of 
daily enemata, fecal impactions would recurr. It 
was twenty-six days before the daily enemata we: 
effectual in controlling these fecal impactions. Be- 
fore closing an enterostomy wound, it is always 
necessary to procure fair bowel movements at least 
by enemata. If this point is neglected, a return 
of the fecal fistula, due to the accumulation of gases 
which will surely occur, is almost certain. 


CasE II. Mr. J. L. Age 21, entered hospital with 
large appendiceal abscess of three weeks duration. 

Operation.—Incision and drainage under ether 
anesthesia. 

Post-Operative—Subsequent progress of case 
uneventful for fifteen days, when he again complain- 
ed of considerable pain. This continued until the 
nineteenth day when a secondary abscess was diag- 
nosed and drained. On the ninth day following the 
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second operation, nausea and vomiting set in. Vom- 
iting continued with intervals of considerable belch- 
inch of gas. Meteorism and obstinate constipation 
also appeared. Gastric lavage and enemata were 
employed with only temporary relief. On the 
eleventh day after draining the secondary abscess 
(two days after the onset of the ileus symptoms), 
an enterostomy was considered as the only available 
means of checking the vomiting and reducing the 
meteorism. This was done under local anesthesia 
on the eleventh day after draining the secondary 
abscess. From this time on vomiting ceased, mete- 
orism disappeared and an appetite for food returned. 
Ten days later under local anesthesia an attempt 
was made to close enterostomy wound. This proved 
only partially successful. After the lapse of two 
weeks under gas anesthesia closure of the enter- 
ostomy wound was successfully performed and the 
patient left the hospital seven days later. 


Comment.—It is now two years since this patient 
left hospital and he is at the present time enjoying 
excellent health. 


Case III. Mr. W., age 17, entered hospital four 
days after beginning of an attack of acute gan- 
grenous appendicitis. 


Operation—Appendectomy and drainage. 


Post-Operative—Three days after operation, 
nausea and vomiting with meteorism appeared. His 
temperature rose suddenly and he complained of 
localized pain in right ilac region. On the fourth 
day an abscess was diagnosed and _ successfully 
drained. Meteorism, nausea and vomiting, however, 
continued in spite of repeated stomach lavage. His 
skin was cold and clammy, his expression was drawn 
and pinched, in fact the whole clinical picture gave 
the impression of an impending dissolution. On the 
morning of the fifth day, an enterostomy was per- 
formed under local anesthesia. During the next 
twenty-four hours his condition remained serious, 
vomiting and meteorism diminished but his skin 
remained cold and clammy. On about the eighth day 
he began to improve, he retained fluids and soon ate 
solid foods without distress. Thirty days after 
the enterostomy was performed, closure was _ at- 
tempted but a week later fecal discharge again ap- 
peared in the wound. This fecal fistula was left 
unmolested for another two weeks when it was 
closed through a fresh incision. A new opening was 
made, the bowel was freed from its parietal attach- 
ment, a small piece resected and an end to end 
anastamosis made. Recovery from this time was 
uneventful. 


The lessons thus learned have taught us to 
anticipate post-operative ileus and during the 
past year we have profited thereby, especially 
in cases of appendicitis complicated by peri- 
tonitis in which the cardinal symptoms of ileus, 
vomiting, meteorism and coprostasis, were 
prominent. The appendix was removed, if easily 
accessible; the peritoneum was drained through 
the appendix incision and through suprapubic 
and left iliac stap wounds. In addition a dis- 
tended loop of ileum was stitched to the edges 
of the peritoneum at the site of the appendix 
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incision, opened and drained in the manner 
described for post-operative ileus. The results 
were surprising. Patients who were delirious, 
practically moribund and in whom recovery 
seemed hopeless, survived the operation, rallied 
and recovered. 

In advanced cases, the procedure certainly 
seems logical, and we heartily recommend it. 
The surgeon, who unfortunately comes in con- 
tact with cases of this nature, can only effect 
a cure by resorting to primary enterostomy. 

The following two cases are illustrative: 


Case IV. Mrs. E. P., age 60, entered the hospital 
four days after the onset of sudden pain, nausea 
and vomiting. Nausea and vomiting was followed 
by distention and coprostastis and persisted until 
entering hospital. On entering hospital she was still 
vomiting ; abdomen markedly distended, symmetrical 
distention. Temperature 97, pulse 110, respiratory 
28; typical drawn, pinched expression of peritonitis. 

Operation.—Under gas anesthesia. A band of ad- 
hesion was found kinking bowel about one foot from 
coecum. This was freed and on account of the 


paralysis present an ileostomy was performed at 
the same time. 


Post-Operative—During the first and second day 
her condition remained critical. During this time 
drainage of the intestinal contents through the 
ileostomy wound was scanty. On the third day, the 
discharge became copious and with it, her condi- 
tion began to improve and continued to do so. The 
ileostomy wound was closed on the twenty-fifth day. 
Further recovery was uneventful. She left the hos- 
pital on the forty-fourth day, nineteen days after 
the ileostomy wound was closed. 





Case V. Master E. P., age 14, entered hospital 
four days after acute onset of pain, nausea and vom- 
iting. During the four days previous to entering 
hospital had marked constipation. Upon entering 
hospital his condition was extreme. Temperature 
99, pulse 120 and thready, respirations 30. He was 
delirious, abdomen enormously distended and still 
vomiting. His expression was listless and cyanosis 
was marked. 


Operation—Under gas anesthesia, a gangrenous 
appendix was removed, stab drainage instituted and 
a presenting loop of bowel opened and drained. 

Post-Operative—Even the first day his general 
condition was markedly changed, for the better. 
Vomiting ceased, meteorism disappeared and a grad- 
ual return of consciousness was noticeable. On the 
tenth day he began to decline and thereafter, in spite 
of anything that could be done, he grew weaker and 
weaker and died on the twenty-fourth day. 


This case even with a fatal termination, shows 
the value of enterostomy. As a result of it, the 
patient rallied from an unconscious and moribund 
state, continued to do so for ten days and sub- 
sequently from want of nourishment finally suc- 
cumber from sheer exhaustion. Unfortunately, the 
enterostomy was performed high up, so that any 
nourishment he would imbibe, was rapidly dis- 
charged through the wound. Absorption, on account 
of the small area of intestinal mucosa the food would 
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come in contact with ,was insufficient to nourish the 
tissues. This life in all probability would have been 
saved, had the enterostomy been performed near 
the caecum. 


CONCLUSIONS. 


1. The critical condition of a patient suf- 
fering with ileus is largely due to a loss of body 
fluids. 

2. Enterostomy, for post-operative ileus that 
will not quickly vield to stomach lavage and 
enemata is a life saving measure. It is really 
nature’s method of effecting a cure. 

3. Enterostomy, in advanced cases of peri- 
tonitis where abdominal distension is marked, is 
a logical procedure and deserves universal 
adoption. 


The material used in the preparation of this paper 
has been taken from the service of Dr. McLean and 
from the writer’s private practice. The writer wishes 
to thank Dr. McLean for same. 





THE EARLY DIAGNOSIS IN PULMO- 
NARY TUBERCULOSIS.* 
J. S. Pritcuarp, M.D. 
BATTLE CREEK, MICTI. 


Records recently collected: show an annual 
death rate from tuberculosis of 1,100,000 among 
the civilized countries of the world, which means 
about 3,000 daily. In the United States it is 
estimated that from 120,000 to 150,000 persons 
die vearly from, this disease. These facts are 
appalling, but we must go further and take 
into consideration those, who through the rav- 
ages of this malady are incapable of wage earn- 
ing, thereby in many cases rendering themselves 
and others destitute. During the past few 
years an energetic and successful crusade has 
been waged against the disease, in which many 
methods have been introduced for the checking 
and reduction of the same. Among others we 
mention better sanitary conditions, especially 
in the crowded parts of the cities, the regulation 
of the hygienic conditions in the factories, the 
inspection of school children with the establish- 
ment of open air class rooms, the erection of 
sanitoriums for the treatment of early and mod- 
erately advanced cases, and the establishment 
of hospitals for the care and isolation of ad- 
vanced cases. We must always remember that 
many societies and leagues have done much 
through the agency of teachers, lecturers and 
moving picture films to acquaint the public 
with many of the important facts concerning 
the prophylaxis and treatment of tuberculosis. 


*Read before the Calhoun County Medical Society, May 5, 
1914, 
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Frederick Hoffman has collected a great deal 
of accurate and valuable information regarding 
the prevalence of the disease and the death rate 
from the same. He estimated that for every 
death due to tuberculosis ten living persons have 
it in some form. That would mean that there 
are about one and one-half million tuberculous 
cases in this country at the present time. When 
we take into consideration the above fact, we 
naturally ask ourselves in what further way can 
we help to prevent the disease and assist those 
already affected. It is true we cannot save all 
of them. Many of the cases are too far ad- 
vanced, the tissues are broken down, the func- 
tions of the affected organs are interfered with, 
and the general resistance of the body is over- 
come as the result of the absorption of toxins 
caused by the long standing infection. If we 
make a careful review of the yearly reports of 
many of the institutions where pulmonary 
“tuberculosis is treated, we find that by far the 
greater number of recoveries occur in the early 
stages of the disease. Therefore, taking all the 
above facts into consideration, we can readily see 
that an early diagnosis is essential, and that the 
members of the medical profession should do 
all in their power to become proficient in the 
recognition of the early signs of the disease. 
Not only is it important to discover the early 
manifestations of the trouble, but we must also 
recognize latent conditions of, perhaps, long 
standing which under favorable conditions, may 
at any time become active. I shall attempt to 
dliscuss some of the more essential points in the 
early recognition of pulmonary tuberculosis. 

In the diagnosis of this disease we are prone 
to wait for such symptoms as purulent expector- 
ation containing tubercle bacilli. This is always 
a sign that destructive changes are going on and 
we are dealing with caseation and softening. 
Already the case has progressed into that stage 
which means months and perhaps years of treat- 
ment to overcome, and which in many instances 
has gone too far. The question is naturally 
asked, how are we to secure the patient before 
the subjective symptoms appear ; for he will not 
consult us before he notices that there is some- 
thing wrong. This is often too true, but we 
ean save many cases by making it a rule to 
examine carefully every patient consulting us, 
keeping in mind the fact that some authors 
claim that one person out of every twelve prob- 
ably has active tuberculosis. We should always 
be on our guard in dealing with such cases as 
pneumonia, (especially when recovery is slow), 
bronchitis, malaria, tvphoid, asthma, catarrhal 
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conditions of the nose and throat, enlarged 
glands, fistulano, peritonitis, pleurisy, ischi- 
orectal abscesses, and slow convalescence from 
any disease. We must also be watchful in cases 
of abscess of the ear, hoarseness, and of women 
after frequent pregnancies. 

Under no circumstances should we allow our 
long acquaintance with our patients to influence 
our judgment in arriving at a logical conclusion 
as regards a diagnosis. We must not be deceived 
by negative family history, healthy parents, 
ideal home environment, or good personal habits, 
but must remember that one out of five cases 
who present themselves for treatment gives such 
a history. In questioning the patient regarding 
his personal history, certain points must be kept 
in mind always, such as inquiry into periods of 
worry, prolonged illnesses, frequent attacks of 


colds, tendency to catarrhal conditions and 
cough, and gradual loss of strength. Inquire 


carefully into the family history, as to whether 
any members died of tuberculosis, congestion of 
the lungs, pleurisy, bronchitis, malaria, tvphoid, 
or of any other illness of long duration. Inquire 
into his present and past condition. Ascertain 
if he ever had any cough, expectoration, or any 
infectious disease, or if he ever has spit blood. 
Question him also regarding his remote family 
history and finally his own childhood environ- 
ment regarding associations with sick and deli- 
cate relatives and friends. Find out if he roomed 
alone and take into consideration the financial 
condition of his parents during his early life. 
Tn many instances, from the above interrogation 
we can trace a likely tuberculous infection which 
will materially aid us in pursuing further in- 
vestigation. 

In the examination of the patient let us con- 
sider some of the following points: 

Occupation.—Metal workers have long been men- 
tioned in the writings as being susceptible to this 
disease, but we must also take into consideration 
all those who work under overcrowded conditions, 
who get little fresh air and less sunshine, and who 


are constantly being exposed to changes in tem- 
perature. 


General Condition—Note the general physical 
make up, the nutrition of the skin and the physical 
expression. Three typical types of patients are 
often to be found; first, the pink transparent com- 
plexion, generally well nourished but giving a bad 
family history of infection; second, the tall angular 
under-nourished class, often spoken of as wiry; 
many of these cases are mouth breathers, and often 
a careful examination will reveal early manifesta- 
tion of pulmonary trouble; third, the type which 
exhibits a healthy complexion, but often spoken of, 
especially if a male, as having a girl’s complexion. 
A rosy pink skin is often significant of lack of 
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resistance and generally gives the history of a puny 
sickly individual during childhood. 

Glands—Always make a thorough examination 
for enlarged cervical and axillary glands. The form- 
er are nearly always involved, the latter not so 
frequently. It is important to notice the position 
of these glands. Tuberculous glands are generally 
found in the angle between the clavicle and upper 
border of the scapula. By standing behind the pa- 
tient and pressing down with the first three fingers 
in a rotary manner one can often locate enlarge- 
ments of the glandular tissue which otherwise will 
be overlooked. Peritonsillar adenitis has not so 
much significance as that found in the above men- 
tioned area. Another important place in which to 
look for tuberculous glands is behind and below the 
posterior border of the clavicle. In thin subjects, 
or those with deep supra clavicular fossae, these 
can be demonstrated easily. Often the extent of 
glandular enlargement corresponds to the diseased 
condition in the lungs. For example, on finding en- 
largement of the right cervical glands we can fre- 
quently find the more decided lesion in the corres- 
ponding lung. In all cases of enlarged cervical 
and axillary glands, when we cannot determine any 
pulmonary trouble, a Pirquet or Moro test should 
be made. This is especially the case in children with 
a history of exposure to infection. 


Cough—Inquire carefully if the patient has, or 
ever has had any cough. The cough is often one 
of the earliest symptoms that attracts the patient’s 
attention. It is important to question him carefully 
for the purpose of ascertaining if he ever had any 
long periods of slight cough, especially following 
measles, typhoid, or la grippe. There are many 
kinds of cough. In the early cases we often get a 
slight, catchy, hacking cough which the patient gen- 
erally describes as dry. It may be accompanied with 
a small amount of sputum, especially noticed in the 
morning and giving little or no annoyance. In this 
case the patient will often tell you that he has con- 
tracted a cold which so far he has been unable to 
overcome. Another typical cough in pulmonary dis- 
ease is the hard paroxysmal type which comes on 
at any time and is exaggerated and stimulated by 
exercise, exertion, sudden changes of temperature, 
or excitement; also by animated conversations, or 
arguments, especially if held in the open air. This 
type is generally characteristic of congestion, in- 
filtration or destruction of a large area of pulmonary 
tissue, and anything that increases the flow of blood 
to the part causes irritation and cough. This is a 
type we often meet and frequently the paroxysms 
are so severe as to cause vomiting, and the patient 
consults the physician thinking he is suffering from 
what he calls stomach cough. We can readily under- 
stand why rest in such cases is absolutely essential, 
as every attack tears the fine films of lung tissue 
which may be in the act of healing. It is therefore 
of the utmost importance to keep such patients free 
from excitement and sudden changes of temperature, 
so as to prevent any irritation of the diseased area 
and thereby promote healing. Finally we must con- 
sider the effective type of cough, the loose, moist 
cough which is often indicative of cavity formation 
and destructive pulmonary changes. It is generally, 
though not necessarily, associated with emaciation 
and the typical symptoms of advanced pulmonary 
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tuberculosis. Any case giving a history of cough 
lasting over a prolonged period should be carefully 
investigated. Question the patient carefully regard- 
ing susceptibility to colds which drag on, especially 
in the summer time. The latter is always suggestive. 

Fever.—It is important to carefully determine the 
temperature findings of all patients of whom we are 
suspicious of tuberculous infection. A persistent 
evening temperature of 99.2 or higher, without ap- 
parent cause is always to be considered with sus- 
picion. It will not suffice to take the temperature 
two or three times in the office, but it should be taken 
three times a day for at least a week, the ther- 
mometer being left in the mouth for five minutes 
each time. In this way we can often detect a slight 
afternoon fever and a corresponding subnormal 
morning temperature which would not be revealed 
by the ordinary method. In this connection we 
should inquire whether the patient sleeps soundly. 
Frequently a slight elevation of temperature is the 
cause of restlessness and often of night sweats. 
If we find a slight afternoon fever it is important to 
note the influence that exercise will have on it. 
Years ago Renzoltz discovered that exercise nearly 
always increased the temperature in tuberculous 
subjects. This is true to a very limited degree in 
healthy subjects, but frequently in tuberculous cases 
exercise will increase the temperature from one-half 
to two or three degrees. Hot, poorly ventilated 
rooms, excitement, or railway journeys will often 
cause the same result. 


Pulse—From the pulse we can often determine 
important information. Frequently the only mani- 
festation of impending active trouble is a persistent 
rapid pulse. If no other cause can be found to ac- 
count for this condition, we should always keep in 
mind this fact. If a careful temperature record is 
kept we can generally find an evening elevation 
associated with this condition. In treatment the pulse 
is one of the most important factors. 


Loss of Weight—This symptom has been men- 
tioned by the earliest writers on pulmonary tuber- 
culosis, but mistakes have been made on account of 
the fact that the patient was not below his normal 
weight. Extensive pulmonary lesions can exist 
without loss of weight, but the weight of most of 
these subjects, if compared carefully with insurance 
requirements, will be found to be from ten to twenty 
pounds deficient. Therefore a very important point 
in early diagnosis is to note carefully in these cases 
the present weight as compared with the standard. 
The records of most institutions where tuberculosis 
is treated show that usual gain in weight which often 
exceeds any previous record only brings the patient 
up to standard requirements, taking into considera- 
tion height, age and sex. As the disease advances, 
or becomes active, we get the liberation of toxines 
and albumens into the blood stream, the result of 
bacteria activity and tissue destruction. This causes 
a gradual or decided loss of weight according to the 
extent of absorption. 

Haemopfptosis—Often the patient has to consult 
the physician on account of this symptom. It may 
be the only sign of any pulmonary trouble. Often 
he looks the picture of health. Some writers of 
earlier date make mention of a more favorable 
prognosis in cases of hemorrhage. It is possible in 
the light of modern studies of immunity that the 
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bathing of the tissues in blood may have some heal- 
ing effect; but when we take into consideration the 
increased danger of aspiration and infection of sur- 
rounding pulmonary tissue, I think there must be 
some other reason for this. Personally I am inclined 
to believe that the reason for hemorrhagic cases 
often doing so well is on account of an_ early 
diagnosis, the patient onsulting the physician 
on account of bleeding. This symptom always 
impresses the patient that something is wrong 
and he immediately seeks advice. We _ must 
always try to discover the source of the 
bleeding, examining carefully the gums and the 
teeth. Haemoptosis may come from this source 
but only in very small amount. Large hemorrhages 


seldom come from any condition of the larynx.: 


Blood from the nasal pharynx is generally mixed 
with mucus and associated with epistaxis. Note 
carefully if the bleeding occurs with cough. A 
morning cough accompanied by slight amount of 
colored sputum, especially if recurring for a few 
days, is generally always significant of pulmonary 
tuberculosis. A decided hemorrhage from the lung 
is nearly always followed for a few days by blood 
stained sputum. Streaked sputum generally comes 
from the bronchus while frothy sputum mixed with 
pus and blood generally comes from the lungs. A 
thorough and repeated examination of this sputum 
will often reveal tubercle bacilli. Vicarious men- 
struation has yet to be proved to occur without 
pathological changes and when blood spitting occurs 
at this time a careful examination of the lungs and 
sputum should be made. In connection with 
haemoptosis we should exclude other conditions 
such as luetic infection, cardiac disease, carcinoma, 
sarcoma, bronchaestasis and circulatory disturbance. 

Pleurisy.—Pleurisy is generally a symptom, not a 
disease, and is generally a sign of tuberculosis. Pain 
in the chest if often the sign of pulmonary trouble. A 
careful examination of the chest may reveal little or 
nothing, but this is generally the exception. The 
seat of the pleurisy is not always an indication of 
underlying disease in the lung. If we find a pleuritic 
condition at the base, an examination of the apex 
will often reveal a tuberculous lesion. We must 
remember that the ducts enter the pulmonary sub- 
stance at least one and one-half inches and secrete 
their contents into the pleural tract, thereby lubricat- 
ing the surfaces. In this way toxic substances may 
be poured into the upper part of the pleural cavity 
and find their way by gravitation to the base, setting 
up on the lateral area an inflammation due to chem- 
ical irritation or bacterial activity. A limited area of 
pulmonary disease when near the surface may cause a 
pain due to inflammatory involvement of the pleuritic 
surfaces. Sensitive pleura over diseased area will 
often become inflamed and cause pain due to sudden 
changes in weather, damp days, exposure to cold 
winds, and excessive exercise. 


Let us now consider some of the essential 
points in the physical examination. If the 
patient has huskiness or hoarseness of voice, 
alwavs examine the larynx. In fact it is a 
good rule to include a laryngeal inspection in 
the routine examination. Tuberculosis of the 
larynx is far more prevalent than is usually 
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supposed and apart from the huskiness of voice, _ 
Ste, 


seldom gives any symptoms, until decided 
changes in the tissues have taken place. Look 
carefully for interartynoid swelling, thickening 
of the artryroids, congestion of the true cords 
and examine the epiglottis for the typical turban 
shape so characteristic. Tuberculous infection 
of the larynx is nearly always secondary and 
generally on a careful chest examination of 
these cases we can discover a pulmonary lesion. 
Next note carefully the presence of cervical and 
axillary adentitis. Note their condition, whether 
hard or shot-like and nodular. It is important, 
as above mentioned, to note their position. 


This brings us to the examination of the 
chest. It is the height of folly to attempt to 
examine a chest unless the patient is stripped 
to the waist, so that the lowest area of lung 
excursion can be determined. The next essential 
condition is a quiet room with abundance of 
light. It is impossible to make an accurate 
examination if one is being constantly inter- 
rupted by external sounds. A careful inspection 
of the chest will often reveal a world of informa- 
tion regarding internal conditions. Lagging 
or defficient expansion of the affected parts may 
be noted. General expansion of the chest reveals 
little information, as many cases with cavity 
formation are capable of extensive expansion. 
Supra and infraclavicular depressions which are 
not obliterated on deep inspiration may be ob- 
served. Often a flattened area over the affected 
part may be seen. During inspiration we some- 
times see a bulging in the intercostal spaces. 
This is generally due to underlying cavity for- 
mation. Pleural adhesions can often be detected 
by such signs or retraction of the interspaces on 
inspiration, a spasm or quivering of the same 
area on coughing or the presence of dilated 
peripheral veins. The apex beat should be care- 
fully marked as in many eases the heart is 
pulled toward the affected side. By careful 
observation of the base of each lung we can 
often distinguish limited movements of the 
thorax due to bound down pleural surfaces and 
irregularities in the diaphragm movements. 
Frequently the subclavicular area is one of the 
first places where alterations in movement ap- 
pear. Inspection of this area is best obtained 
by standing behind the patient and viewing 
the chest from above downwards. In some cases 
a better view is obtained by a lateral observation. 
In the more advanced condition the ribs on 
inspiration seem to have lost their elasticity and 
the chest frame-work rises as a unit. 


Vocal fremitus is sometimes not evident in 
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the incipient stage, but is generally present when 
any decided change takes place in the under- 
lying tissues. It is an important guide to us 
when used in conjunction with inspection and 
auscultation. In the early cases dullness is 
generally very slight if not absent. We can 
readily understand why, as the tissues have not 
yet reached the stage of infiltration whereby 
resistance can be demonstrated. In percussing 
the chest it is necessary to have the patient in 
the correct position, sitting erect, hands on the 
knees and shoulders slightly bent forward. We 
must use light percussion in all cases and in 
this way many superficial areas can be discov- 
ered which on deep percussion are not revealed. 
Sometimes we get a higher pitched percussion 
note over the affected apex on account of the 
emphysematous changes. ‘To obviate any mis- 
take in this matter the measuring of the height 
of the apices can often help us. Posteriorly it 
is important to mark the lung excursion on 
each side and compare findings. 


In using the stethoscope in this connection, 
our greatest mistake is to search for adventitous 
sounds only. Many of us consider the findings 
of such the only reliable evidence of trouble. 
If we study the pathology of pulmonary tuber- 
culosis we can readily understand that rales and 
the appearance of moisture are by no means 
the first sign, but are evidence of escape of 
fluid into the air cells, the destruction of tissue 
in mass or inflamed pleuritic surfaces. There- 
fore the most important evidence that we should 
take in consideration is any alteration in the 
behavior of the breath sounds on account of the 
fact that, as a general thing, any change in the 
pulmonary tissue interferes with the passage 
of air through the channels. 

Prolonged high pitched expiration is fre- 
quently found over the right subclavicular area 
in health. If we find this associated with decid- 
edly harsh inspiration it is suggestive. Note 
carefully the character of the breath sounds 
whether prolonged, high pitched, harsh, rough 
or interrupted, whether bronchial in character 
or exaggerated. Reinforce this investigation 
with whispered voice sounds and finally the 
character of rales, if present. Look for fine 
crepitant rales at the end of inspiration. In 
this condition be careful to instruct the patient 
not to take a long breath, as often these adven- 
titious sounds may disappear on deep inspira- 
tion. Therefore examine the entire chest, at 
first under ordinary conditions and then again 
as the patient is taking deep inhalations through 
the mouth. If we can detect rales or crepita- 


TUBERCULOSIS—PRITCHARD 95 


tions, note if they seem close to stethoscope 
or more deeply seated. The former is general- 
ly in the pleura. An old custom in cases of 
dullness over one apex over which no signs of 
moisture could be obtained, was to give the © 
patient a subcutaneous dose of tuberculin and 
listen for a focal reaction. This method is not 
so extensively used and should not be except by 
those who have had considerable experience 
with this preparation. In auscultation of the 
chest prolonged high pitched expiration is often 
the first sign of tuberculous condition. Whis- 
pered voice sounds should be listened for over 
the entire chest. In this way deep seated trou- 
ble can be detected. Weakened and distant 
breath sounds are always significant and if we 
can find coarse rales without deep breathing the 
disease is generally well advanced. Any secre- 
tion or discharge from the throat respiratory 
passages should always be carefully and repeat- 
edly examined for tubercle bacilli. The patient 
will often deny having any cough or expectora- 
tion. If asked if he clears his throat in the 
morning he will generally admit it, and if given 
a receptacle in which to expectorate he will gen- 
erally return with some slimy, tenacious or 
purulent mixture in same. We must remember 
that the lungs are large organs, that an exten- 
sive amount of disease may exist without any 
discharge from them finding its way into the 
bronchus. Therefore a negative examination 
is of little diagnostic value in pulmonary tuber- 
culosis. The number of bacilli found does not 
necessarily mean much regarding extent of dis- 
ease. A large number of bacilli may come from 
a very small caseous area and a scattered few 
from the walls of a deep seated secreting cav- 
itv. The appearance of tubercle bacilli in the 
sputum always means destructive change in the 
pulmonary tissue. The cells are destroyed, 
necrosis has set in, and the bacilli are set free 
by the disintegration of disease tissue. As 
regards characteristic sputum it is hard to de- 
scribe. A careful analysis will often reveal 
the infection in the most unlikely looking sam- 
ple; therefore whenever expectoration can be 
secured, it should be examined, regardless of 
where the patient thinks it originates. Our 
object should be to recognize any tuberculous 
condition in the chest before the appearance of 
tubercle bacilli, or even cough and expectora- 
tion. Many will say, “what is the use of recog- 
nizing such conditions, the majority of which 
never produced symptoms.” It is our duty to 
recognize pathological changes in the lungs 
whether they are active or latent. In the former 
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immediate steps can be taken to stop the 
progress of the disease and eventually heal the 
tissue. If the later condition is revealed, we 
can guard against any future exacerbation of 
the trouble by instructing our patient in the 
way he should live to continue his present state 
of health. If we cannot recognize these condi- 
tions, the majority of which never cause active 
trouble, we are bound to overlook many which 
are active; and if all cases could be recognized 
early, it should only be a reasonably short time 
before we could have the disease of centuries 
under control. 


The greatest acquisition to our present meth- 
ods in discovering pathological changes in the 
lungs is the use of the X-Ray. The stereoscopic 
skiagraph has given us a great help in discover- 
ing early and latent conditions, but again we 
must have with it a capable and experienced 
radiographer to interpret the findings. Many 
make the remark that this method reveals con- 
ditions which cannot be found by physical ex- 
amination, and therefore cannot be of any great 
consequence. I still maintain that the stetho- 
scope when used by one who has had experience 
in this method can reveal the same conditions, 
and that these methods, the stereoscopic plates 
and physical examination combined, give us the 
best methods possible at our command for the 
discovery of altered conditions in the thorax. 
As time advances we will depend almost entirely 
on the skiagraph for chest examinations. In 
considering the use of fluoroscope regarding the 
diagnosis of pulmonary tuberculosis Roent- 
genalogists do not claim that, by its use they 
can always determine lesions. But in many 
cases its use reveals a great deal of valuable 
information. One very important point in the 
use of this method is that the actual movements 
of the pulmonary tissue, heart and diaphragm 
ean be carefully observed and studied. 

We must combine all available means at our 
disposal for collecting evidence and undoubtedly 
the best combination is a careful physical exam- 
ination, properly charted and checked up by 
the use of the skiagraph. For a long time I 
have claimed that we are letting slip through 
our fingers many cases of incipient, latent and 
moderately advanced conditions of pulmonary 
tuberculosis ; but it is difficult to make the pro- 
fession realize that significance should always be 
attached to many of the above findings. No bet- 
ter method, when in doubt, can be adopted than 
the use of the skiagraph. We frequently hear 
the remark that the percutaneous tests of 
Pirquet and Moro are not reliable. Like many 
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other tests they are not reliable unless in the 
hands of those having had some experience in 
the interpretation of the findings. From these 
tests we can learn a great deal. If a positive 
is obtained, we know that specific antibodies 
must exist in the organism. Whether these 
are the result of recent or old conditions is hard 
to decide. A negative result often comes in 
advanced cases when the general metabolism is 
so deranged and exhausted as to prevent the 
cells from reacting. Only recently a case came 
under observation where four consecutive Pir- 
quet tests failed to give a positive reaction. The 
physician went no further in his investigation 
but took for granted that no tubercle bacillus 
existed but further observation in this case re- 
vealed an advanced case of pulmonary tuber- 
culosis. When a positive Pirquet or Moro is 
obtained we can feel satisfied that we are deal- 
ing with a tuberculous infection and a careful 
and painstaking examination along the lines 
above mentioned will reveal in nearly every 
case, the site of the disease. 

As regards the intensity of the reaction, all 
cases showing the same will frequently show 
acute or recent trouble. This is only based on 
my own observations of many cases. We should 
always watch for delayed reactions, as a per- 
cutaneous test many react as late as seventy-two 
hours. Some writers have claimed that most 
adults will react to these tests but that is cer- 
tainly not the case as I have observed from per- 
sonal experience. If a person has overcome 
his infection and remains well for a long period 
or time he may give a negative percutaneous 
reaction due to the fact that his tissues have 
lost their sensitiveness to the specific toxine, 
but when we get a decidedly positive reaction 
we are, dealing with an infection, either in its 
incipient, arrested, or moderately advanced 
state, and it is then our duty to leave no stone 
unturned in our effort to ascertain what par- 
ticular phase of the disease exists. 

Krumhaar and Musser of Philadelphia made 
very interesting investigations recently in which 
they arrived at the following conclusions regard- 
ing percutaneous tuberculin tests: 

1. The prevalent opinion that positive reactions 
in adults are of little value is erroneous. 

2. The constantly positive reaction in all early 
and moderately advanced cases is strong indication 
of the specificity of the reaction. 

3. Negative reaction in 90 per cent. of advanced 
cases indicates that the chronic infection has used up 
all the specific antibodies. 

4. The test may be repeated in the same patient 


with the same result and only in very rare instances 
does a repetition show a different result. 
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In seventy-six unselected non-tuberculous cases 
only two failed to give negative results to the Moro 
test. 

In the sero-diagnosis of tuberculosis we have 
a branch of the work which has received very 
little attention, but it is interesting to note that 
a number of investigations have shown the 
existence of specific antibodies in nearly all 
tuberculous cases examined. 


VONCLUSIONS. 


1. In consideration of the prevalence of 
the disease it is essential that the medical pro- 
fession should use all available means at their 
disposal to recognize it. 

2. The importance of distinguishing be- 
tween active and latent conditions. 

3. The necessity of an early diagnosis as 
regards consequent treatment. 

4. That valuable and accurate information 
can be obtained by the use of percutaneous 
tests. 

5. The value of a careful physical examina- 
tion combined with the use of the stereoscope 
and stereoscopic plates. 

Battle Creek Sanitarium. 





EVIDENCES OF COLITIS AND INTES- 
TINAL TOXEMIA IN CHRONIC 
DISEASES, AND ITS 
TREATMENT. 


M. A. Mortensen, M.D. 
BATTLE CREEK, MICH. 


Enormous numbers of individuals are suffer- 
ing from many chronic maladies and in the 
large proportion of these, toxins of various kinds 


are important factors in their etiology. During | 


the last few vears much has been written about 
certain groups of symptoms under the caption 
alimentary of intestinal toxemia and autoin- 
toxication. These terms are uniformly bad be- 
cause a poisoning is usually designated by the 
specific poison, but here we refer to the supposed 
source of its production and avenue of entrance. 
Tn considering the etiological factors of disease 
a toxin of some kind takes a prominent place, 
but the origin is variable. In acute dis- 


eases we are looking for a specific in- 
fection. In chronic diseases toxins of 
obscure nature are the rule. In acute 


diseases modern medicine has accomplished 
much in decreasing the frequency of many acute 
infections, and also the mortality. It has be- 
come more a matter of prevention than of cure. 
In the present medical era we are doing every- 
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thing to develop preventive medicine. The 
splendid work done by medical scientists for the 
prevention of acute disease has impressed the 
world with its success and people are waiting 
and anxious to apply the same principles in 
coping with chronic diseases, and are looking to 
us as a profession to tell them what to do to 
postpone the appearance of such common mala- 
dies as chronic nephritis, arteriosclerosis, neu- 
rasthenia and similar conditions. 

No emphasis need be made concerning the 
frequency of chronic diseases among present 
day people, as every practitioner has his quota. 
We usually please to call these patients neuras- 
thenics, or perhaps they are chronic sufferers 
from. bilious attacks, migraine, nervous dys- 
pepsia and similar conditions. These have their 
ups and down and we make spasmodic attempts 
to relieve them, which succeed for variable per- 
iods of time, but the probability is that they 
relapse. They may come again for advice or 
seek the osteopath or chiropractor, or depend on 
such remedies as are advertised to cure their 
symptoms. In addition to this we get many 
chronic sufferers who do not worry us, but who 
gradually develop such maladies as chronic 
nephritis, arteriosclerosis, cirrhosis of the liver 
or the various anemias, diseases in which we are 
at a loss to know what is the primary cause. 


My experience withthis type of cases convinces 
me that a toxemia of some kind must be a prom- 
inent, if not the primary, factor in many of 
them. A deficient elimination seemed evident, 
which meant a retention of poisons to disturb 
the functions of susceptible organs. Thorough 
elimination nearly always alleviated many of 
the symptoms. It became apparent that the most 
defective point of elimination was from the in- 
testines and to assure myself of this I began 
to look for all the evidences possible of a toxemia 
of intestinal origin. 

Before taking up these evidences in detail I 
do not wish to convey the idea that a toxemia of 
intestinal origin is the cause of all the chronic 
diseases referred to, but I think I can show that 
it is a most potent factor in making these pa- 
tients miserable, and that when treated system- 
atically and vigorously, great relief is exper- 
ienced. We must bear in mind that in the 
neurasthenic and in the sufferer from migraine 
there is an hereditary trend that makes them 
susceptible to the symptoms as predominant in 
these conditions, but they are undoubtedly ag- 
gravated by an intestinal toxemia. These cases 
are frequently told that they are suffering with 
an autointoxication, but if we go more into 
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detail and explain what it means, and the prob- 
able source of the intoxication a better co-opera- 
tion of the patient is assured. 

In studying the history of these patients one 
cannot help but be impressed with the large 
per cent. that give a history of constipation, dat- 








Fig. 1. 
of the iliac and pelvic colon, 
narrower than that of the 
ascending colon, is still wide. 


A normal colon injected with bismuth. 


Note the width 
which, although 
cecum and 

(Case). 


ing over a period of years before they began to 
think there was anything seriously wrong. When 


their malady is well established they are 
very frequently resorting to cathartics or 


enemas because experience has taught them that 
active elimination by way of the bowels gives 
them greatest relief. Many of them have lost 
the normal impulse calling for an evacuation 
even with the rectum packed full of feces, a con- 
dition brought about by neglect to respond to 
the impulse and by persistent sedentary habits. 
This impulse has its origin in the rectum and 
manifests itself when fecal matter is forced from 
the sigmoid. According to physiologists and 
rectal specialists, the rectum is empty except 
just prior to an evacuation of the bowels. When 
this impulse is lost, irregularity of the bowels 
becomes the rule and incomplete evacuations 
result, and eventually a chronic colitis. On the 
other hand, we must admit there are individuals 
who endure constipation to an extreme degree, 
even going four or five days or a week without 
a bowel movement, with no apparent discomfort. 
If intestinal stasis is an important factor in 
causing toxemia, then in these cases the poison 
is either not formed or they are immune to it. 

In examining the patient the upper alimen- 
tary must not be forgotten, as pyorrhea and 
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cavities in teeth, or diseased tonsils, are often 


the source of intense toxemias. Conditions here 
are often responsible for the coated tongue and 
foul breath so often found. 

Physical examination of the abdomen fre- 
quently reveals a tender colon from cecum to 
sigmoid, hepatic tenderness or a swollen liver. 
Others may have tender spots over lower inter- 
costal spaces that have been described by Von 
Norden in colitis. Proctoscopic examination is 
very important in these cases, as it gives us 
valuable information concerning the function 
of the lower bowel as well as the condition of 
the mucous membrane. The examination should 
be made soon after the patient has had his usual 
stool. In several hundred cases having had 
proctoscopic examination by my colleague, Dr. 
W. F. Martin, it has been unusual to get a report 
of a clean rectum and sigmoid. I frequently 
send in a patient immediately after his usual 
morning stool, described by him as satisfactory, 
and get a report that the rectum is packed with 
foul smelling, mushy feces, or in the more mod- 


erate cases, residual feces will be found in the 


region of the sigmoid with the walls of the 
bowel covered with a thick tenacious mucous, 
mixed with fecal matter. The mucous mem- 





Fig. 2. 


Bismuth 
spasticity of the 
ileocecal valve incompetency, and a Lane’s kink 


injections of the colon showing moderate 


iliac and pelvic portion, moderate 


of the. ileum . Colon filled by enema, (Case). 


brane is almost invariably congested and often 
more or less eroded even to the extent of ulcer- 
ation. The colon is found to be spastic in nearly 
every case, even to such a degree that a proc- 
toscope of moderate size passes with difficulty. 

This spastic condition of the colon has fre- 
quently been confirmed by X-Ray examinations 
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by Dr. J. T. Case and usually occupies the 
greater part of the left half of the colon. Where 
the condition has been of long standing the 
cecum is usually more or less dilated and the 
ileocecal valve often found to be incompetent. 
In addition to the spasticity there is often 
X-Ray evidence of adhesions in the region of 
the cecum, hepatic flexure or pelvic colon, which 








Fig. 3. 


A comparison of the appearance of the spastic colon 


following the meal and following the bismuth injection. 
Note the incompetency of the ileocecal valve. (Case). 


may interfere more or less In an organic way 
with the function of the bowel. 

As to the cause of these adhesions there are 
various opinions. Eastman (1) advances evi- 
dence to show that they are the result of chronic 
intestinal toxemia. In experiments on rabbits 
ligating the rectum for variable periods of time, 
more or less extensive pericolonic adhesions 
formed, most frequently in the region of the 
cecum, hepatic or splenic flexure. He refers to 
such writers as Virchow, Gerster and Pilcher as 
having expressed the opinion that plastic adhe- 
sions may form as a result of a toxemia originat- 
ing within the colon, and in view of this it may 
not be illogical to assume that such adhesions 
may result from stasis and chronic colitis. 
Bassler (2) describes the bacillus adhaesiformis, 
which he believes a factor in the production of 
intestinal adhesions. Adami (3) believes that 
bacteria may easily pass from intestine to peri- 
toneal cavity and produce a low grade inflam- 
mation which may result in adhesions. These 
adhesions about the colon too frequently are 
the source of trouble, either by fixation or con- 
striction of intestine, interfering with the 
mechanical function of the bowel. 

Turning from the various physical disturb- 
ances in these cases, further evidence of toxemia 
was sought in the urine and the feces. In the 
urine a search was made for indican and 
indolacetice acid in each case. Physiologists are 
fairly well agreed that indican originates in the 
indol produced by the intestine from the tryp- 
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tophan contained in the protein of the food; 
the change being affected by the influence of the 
micro-organisms of putrefaction. The amount 
of conjugate sulphate in the urine is also an 
index of the amount of putrefaction occur- 
ring in the bowel (4). Indolacetic acid belongs 
in the same class as indican and I consider it 
very important to search for this in the urine, 
because in many cases it is found in the absence 
of indican, or both may be present in the same 
specimen. In order to determine the relative 
amount of indican in the urine the Folin scale 
is of great value and gives us a definite scale 
for comparing the intensity of the reaction, 
while the patient is under observation. 

Fecal examinations were made in all cases and 
the odor, reaction, amount of ammonia and 
indol, the presence of mucous in its various 
forms, and the amount of carbohydrate or cel- 
lulose in the stool, were ascertained. The in- 
tensity of the putrid odor is of value, especially 
when facilities for more extensive examinations 
are not at hand. Most stools are more or less 
alkaline in reaction, but when alkalinity is high 
then one can be almost certain of colitis with 
residual feces and mucous. The amount of 
ammonia present in the stool also indicates the 
extent of putrefactive processes, but is perhaps 





Fig. 4. A more marked case of ileocecal valve incompetency 
associated with adhesions of the pelvic colon with 
stasis in the right half of the 
especially in the cecum. (Case). 


colon, 


a less constant factor than the alkalinity. The 
amount of ammonia is estimated by the Malfatti 
method. The presence of cellulose in the stool 
is of great importance, and when found in small 
quantities, it is reasonable evidence that putre- 
factive processes are marked, and as the quan- 
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tity of cellulose increases putrefactive products 
seem to diminish, as will be seen from the chart, 
compiled by our Dr. Glass. 

The presence of mucous in the stool I con- 
sider of great importance and everyone should 
be able to recognize it on even a superficial ex- 
amination. When present in the form of strings 
it is reasonably certain that a colitis of rather 
severe type, with a congested mucous membrane 
and spastic colon containing residual feces in 
variable quantities will be found. In order to 
determine the general frequency of these evi- 
dences of intestinal toxemia, I took 100 cases 
that have been treated during the last fifteen 
months, in 70 per cent. of which a diagnosis of 
neurasthenia was justified. Indican or indo- 
lacetic acid, or both, were found in 92 per cent., 
leaving only 8 per cent. in which no evidence 
of intestinal putrefaction was found in the 
urine. Examination of the stools showed 98 per 
cent. to be alkaline; 73 per cent. to contain 
mucous in some form. 


TREATMENT. 


_In taking up the treatment of these condi- 
tions found in so many different types of chronic 








Fig. 5. Moderately 
The spasticity 


tions. 


colon shown 
is confined 


spastic following the meal. 


to the iliac and pelvic por- 
This plate was made about twenty-six 


hours following the bismuth meal, (Case), 


cases, I shall only attempt to call attention to 
some of the most important measures to relieve 
the conditions to which I have referred. In 
eases of long standing the patient should be 
made to understand that it requires time 
and patience to carry out the proper course of 
treatment, and that a regime must be adopted 
that to some extent at least must be more or less 
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permanent. The treatment may be divided into 
general, dietetic and local measures. 

The general treatment consists of looking 
after the condition of the patient from the 
standpoint of hygiene, the correction of habits 
that may be a disturbing factor in undermining 
the general health, and to see that there is a 
proper ratio between rest and exercise, with an 
abundance of outdoor life. Anxiety and worry 
and any source of mental irritation should be 
minimized to the least possible degree; in fact 
everything should be done to put the patient in 





Fig. 6. 


Another marked case of spasticity 
the entire colon. 
this plate. 


involving «.lmost 


Another gallstone shown in 
(Case). 


the best frame of mind possible. The condition 
of the circulation must be considered, as the 
majority of these cases suffer more or less with 
cold extremities, due to peripheral spasm, which 
means a splanchnic congestion, producing mark- 
ed disturbance in the function of the intestines. 
Many patients will complain of cold extremities 
in hot weather, even wearing heavy clothing to 
prevent the sensation of chilliness. The best 
measures we have at our disposal to combat 
this condition are various hydrotherapeutic pro- 
cedures, varying in intensity according to the 
patient’s ability to react. The procedure may 
vary from the simple cold water friction to the 
Scotch douche and in order to insure a good 
reaction, the use of hot applications to the 
abdomen, or perhaps a warm sitz bath, should 
precede the cold application. This procedure 
serves to relieve internal congestion and also 
tends to relax the spasm of the colon, and in 
addition is of decided value for its tonic effect 
on the nervous system. Massage is an excel- 
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lent adjunct to the hydrotherapy and should be 
given with the object of stimulating better 
bowel movements and to improve the circula- 
tion in the periphery. 

The dietetic treatment is of prime importance 
and must be regulated according to conditions 
of the stomach, intestines and intensity of the 
toxemia. In the majority of cases the patient 
suffers with a hyperchlorhydria and precautions 
should be taken not to aggravate this symptom. 
As far as the colon is concerned, a diet that will 
increase the bulk is necessary. A few who have 
an extremely sensitive colon are unable to take 
the coarser foods, but in the average case a 
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ments. The figures represent the number of 
erams of organic material which would be ex- 
creted daily by way of the bowels. 


Grms. Grms 
WICAi  woidkscsase ens er ers. £nwnss cea 50 
errr cys Se? FR vccvtvceeinens 51 
WERCRTOO acc ccc cas SF? “TOO 101 
Wheat Bread ....... SO PUNO: ccs 133 
1/51) eee 42 Coarse Brown Bread 146 


If we urge our patient to eat much of the 
vegetables, such as lettuce, spinach, celery, cauli- 
flower and the like, we will have no trouble in 
producing a stool fully as bulky or more so than 
any in the table. If food indulged in is capable 
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of Carbohydrates residue; based on examination of 1262 stools. 


bulky type of food is positively indicated. The 
influence of the character of the food is shown 
by a comparison of the amount of fecal residue 
on different kinds of bread, as determined by 
Rubner (5). 


Kind of bread Wt. of moist Wt. of feces 


feces dried 
Bread from fine flour........ oa oP eee 24.8 
Bread from coarse flour ere 40.8 
Brown Bread 2... 6ssisdas cides 1s 75-79 


Another table quoted by Starling,(5) Rubner 
calculates the amount of feces a man would pass 
in twenty-four hours if he subsided on one kind 
of food sufficient to satisfy his energy require- 


of being completely digested and absorbed, then 
the bulk of feces will depend almost entirely on 
the secretions of the intestinal wall and the 
bacteria, which necessarily will be small in bulk 
and furnish insufficient stimulus for vigorous 
intestinal motility and the result is constipation, 
especially in a very sedentary individual. Hence, 
indigestible cellulose is of great value to coun- 
teract the results of more concentrated foods 
and the various green vegetables, fruits of all 
kinds and bran bread furnish us the best dietetic 
aids. The objects of the coarse food is two-fold: 
First, to give bulk and thus increase peristalsis. 
Next to increase the amount of cellulose and 
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starch in the colon, which tends to inhibit putre- 
faction by interfering with the growth of the 
putrefactive bacteria. The accompanying chart 
shows the influence of the presence of cellulose 
in the stool on the reaction, the amount of 
ammonia and the indol. 

Another very important dietetic factor con- 
cerns the protein intake, because it is the source 
of the toxins to a large extent at least. The 
Vogt standard for the average sized larborer 
was 118 grams, or 484 calories of protein for 
twenty-four hours; and recently Chittenden and 
others have recommended from 50 to 75 grams 
of protein as being sufficient. The quantity 
necessary will vary some according to the physi- 
eal activity of the individual and the tendency 
to intestinal putrefaction. Some individuals 
are particularly susceptible to the toxins and 
will suffer when protein intake is above 50 or 
60 grams. I have studied a number of cases 
where subjective svmptoms and objective find- 
ings prove conclusively that an excess of protein 
caused trouble. Even if we still cling to the 
Vogt standard we will find that the most of 
these cases indulge in far more protein than 
118 grams, a day, and this is especially true 
among those living in hotels, ete., where the 
dishes, rich in protein, take a prominent place 
on the bill of fare. 

W. J. Mayo, (6) in discussing the function 
of the colon, savs: 


“Reasoning from analogy we can say that the func- 
tional activity of the proximal half of the large in- 
testine concerns vegetable intake. It has been shown 
that within one-hundred years the flesh intake of 
men has increased four times. The decomposition 
of unassimilated flesh develops poisonous sub- 
stances. It is reasonable to suppose that when these 
end products are passed into the large intestine which 
has developed to the full extent only the power of 
carrying off vegetable material and fluids, such pro- 
ducts may be absorbed, thus disturbing the sym- 
pathetic balance and producing symptoms which we 
speak of in our ignorance as neurasthenia, and which 
sometimes have been thought to be the result of 
mechanical conditions, bands, kinks, etc. Why may 
not these persons be cured by a purely vegetable 
diet ?” 


The knowledge of a balanced ration should 
be more general; then people who care for their 
health and efficiency would learn how to balance 
their diet and the danger of abnormal ratios of 
the food elements as well as the over-indulgence 
of food would be curtailed. No one cares to 
deny the fact that more harm results from 
over-indulgence of food than from other etio- 
logical factor in disease. Our agricultural col- 
leges are teaching the farmers what is the bal- 
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anced ration for his animals, so as to give the 
best commercial returns, but when it concerns 
ourselves or the coming generation, we permit 
ignorance in these matters to reign supreme. 
It is our duty to teach our patients these things 
and do all in our power to see that the knowl- 
edge of how to live the most efficient and healthy 
lives becomes universal. 

In case the dietetic regime does not produce 
more frequent and complete evacuations of the 
bowels, then we may resort to the use of the 
liquid petrolatum and agar-agar preparations. 
These act purely by mechanical means and are 
not irritating to the bowels, and as a rule can 
be taken indefinitely without any unpleasant 
symptoms. The use of purgatives is to be dis- 
couraged, in these cases, because they act only 
by irritating the mucous membrane and either 
have to be used almost continuously or we are 
sure to have periods of intense constipation. 


Local treatment consists of improving the 
toilet of the rectum and colon. If hemorrhoids, 
ulcers or fissures are present have them erad- 
icated by such means as you deem advisable in 
each case. If mucous membrane of the colon is 
covered with a mixture of mucous and feces, 
or if residual feces remain in the region of the 
sigmoid, then it is of great importance to see 
that this is thoroughly cleansed at least once 
a day. It may be necessary to remove the resi- 
dual feces by means of an ordinary enema. 
The mucous adherent to the bowel is best 
removed by use of a small enema of normal 
saline and magnesium sulphate, to be retained 
while the slow Sinusoidal current is applied to 
the abdomen so that the solution may come in 
contact with the entire mucous membrane and 
cleanse it thoroughly. 


Massage to the colon may be substituted for 
the Sinusoidal current, but in most cases, with 
less efficient results. In case of marked con- 
gestion and tenderness this cleansing of the colon 
may be followed by a soothing lotion such as 
liquor antisepticus alkalinus. Later cultures of 
the bacillus bulgaricus and glycobacter of 
Metchnikoff prove very valuable in inhibiting 
the production of putrefactive bacteria. A large 
portion of my cases have been treated with this 
solution with excellent results. 

If the bowels are obstinately constipated, then 
an injection of a few ounces of oil at night 
is of great service in producing a morning stool 
and aiding in the relief of intestinal spasm. 
The high frequency current is also of value in 
overcoming this condition. After having. car- 
ried out all of these various suggestions with 
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reference to overcoming abnormal conditions of 
the colon, we usually find marked improvement 
in the patient’s condition. However, in the 
obstinate cases we must not think that a few 
weeks’ treatment will cure them of their dif- 
ficulty but we must give them an outline with 
reference to diet and such simple treatment as 
they can carry out themselves to keep the con- 
ditions from returning. Most of these learn by 
experience what will keep them in the best con- 
dition, and are more than willing to follow 
out any suggestions that can be given. Per- 
sistence along this line, over a period of months, 
or perhaps a year or more, usually gives decided 
relief. I have refrained from referring to the 
surgical treatment of these most obstinate cases 
because up to the present, reports of surgery 
of the colon are not the most optimistic. 
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SKULL FRACTURES.* 


Frank B. WALKER, M.D. 
DETROIT, MICH. 


The increasing frequency of bone fractures, 
including those of the skull, and the possibility 
of bettering the results of their treatment have 
made them a live subject. In consequence there 
is no field of surgery that has been cultivated 
more assiduously during the last five vears than 
has that of fractures. There are many surgeons 
who hesitate to follow Mr. Lane to the limit 
of his advocacy but it is a fact, nevertheless, 
that the operative treatment of the long bones 
has now been placed on a sound basis. 

Not quite so much, however, can be asserted 
of skull fractures. To the profession at large 
they are still something of a bugbear because of 
their uncertain effects and high mortality. As 
a whole we have limited our treatment mostly 
to open fractures of the vertex with evident 
depression and to late cases in which pronounced 
symptoms had developed. Closed fractures of 
the vertex and fractures of the base have been 
generally let go by default. 


*Read before the Section on Surgery, 49th Annual Meeting, 
M.S.M.S. held in Lansing, September 10-11, 1914. 
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Under the stimulus of modern surgery and 
the guidance of Roentgenology, skull fractures 
have aroused greater interest, as a result of 
which there has sprung up and grown in the 
profession a disposition to subject more of those 
cases to early radical treatment. To further this 
disposition by presenting a rational basis for 
it is the purpose of this paper. 

The skull, under normal conditions, is admir- 
ably fitted to sustain and protect the brain, sense 
organs and cranial nerves. It is compact in 
size, convenient in form, buttressed for strength 
wherever needed and divided into compartments 
to suit separate parts and facilitate special func- 
tions. At the same time it is vulnerable, and 
not only may functions be impaired or extin- 
guished but life itself snuffed out as results of 
skull fractures. These effects are produced by 
shock, whatever that mav be, by laceration of 
the brain, by infection and by compression of 
either bone or blood. 

Our control of shock and repair of brain 
tissue is limited; but in the prevention and 
treatment of infection and compression our 
opportunities and responsibilities are less lime 
ited. According to Harte, the mortality of 
skull fractures before antiseptic treatment came 
into use was 51 per cent. Now it is not more 
than 10 to 15 per cent. Hartley has placed the 
mortality of fractures of the base of the skull, 
treated expectantly, at 90 per cent. and those 
treated by operation at less than 35 per cent. 
Blair has recently reported a series of 63 pa- 
tients with intracranial injuries, who lived more 
than two hours and were not operated upon, of 
whom 35 per cent. survived. The entire run- 
ning series included seventeen others who died 
within two hours after admittance, altogether 
giving a mortality of 92 per cent. In another 
series of forty-two patients operated on, seven- 
teen of whom were operated on within two 
hours after admission, 57 per cent. survived. 

In order to obtain the best results in these 
cases it is essential, not only to have a perfect 
knowledge of the anatomy and physiology of 
the head but also to apply the principles of 
aseptic and antiseptic surgery faithfully in 
every instance and intelligently and courageous- 
ly assist nature in restoring the normal equilib- 
rium of bone and blood pressure within the 
cranium wherever it is indicated. It has been 
demonstrated that a material increase in normal 
intracranial pressure is incompatible with life. 

It is not my present purpose to systematically 
discuss or classify skull fractures nor shall I 
describe technical details. It is sufficient to 
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remark and be reminded of the possibility of 
fracture extending or occurring remotely from 
the site of the impact and of the existence of 
skull fractures and intracranial hemorrhage 
without obvious laceration of the scalp or de- 
pression of bone. It has been pointed out that 
the base of the skull is involved in 60 per cent. 
of fractures of the vertex and that fractures 
of the base extend up into the vertex in 80 per 
cent. of cases. It is necessary only to recall 
how often the X-Ray has established the exist- 
ence of fracture, notably of the wrist and ankle, 
when mere sprains had been suspected, to ap- 
preciate the discovery by the same X-Ray of a 
skull fracture where concussion was supposed 
to account for the symptoms. I have been im- 
pressed also with the extension of fractures far 
beyond the indications on the X-Ray plate. 

But it must not be believed or conceived that 
the bone lesion itself is the end and object of 
our study and treatment. The importance at- 
tached to a broken femur arises from the imme- 
diate laceration of adjacent soft structures and 
because the skeletal mechanism is thrown out of 
proper adjustment. Likewise a depressed frac- 
ture of the vault of the skull is a disfigurement 
but is of vastly greater importance because of 
the immediate dangers of hemorrhage, lacera- 
tion of the brain and septic inflammation and 
remote possibilities of persistent headache, epi- 
lepsy and insanity. 

Fractures of the base of the skull may be 
open in any of the three fossae, and so pre- 
dispose to septic inflammation. A fracture of 
the anterior fossa is open if it lacerates the 
mucous membrane of the nares or conjunctiva. 
A fracture of the middle fossa is open through 
either tympanum or Eustachian tube. Fracture 
of the posterior fossa may be open through the 
pharynx. Blood and cerebro-spinal fluid may 
exude under certain conditions but it should 
be recalled that fracture of the base may exist 
without the appearance of either serous fluid 
or blood. In addition, fractures of the skull 
may result in paralysis of cranial nerves and 
those of the posterior fossa especially may be 
fatal through interference with the vital centers. 

As has been stated already the treatment of 
skull fractures is based upon asepsis and the 
maintenance or restoration of normal intra- 
cranial pressure. Open fractures, whether of 
the vault or base of the skull, require disinfec- 
tion and asepsis. Urotropin is an internal anti- 
septic for cerebro-spinal fluid. Depressed frac- 
tures of the vault, whether open or closed, 
should be operated upon without unnecessary 
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delay and the depressed bone elevated or small 
fragments removed. Preventive trephining, so 
called, forestalls subsequent cerebral affections. 
All cases of skull injuries should be regarded as 
serious until they are shown not to be so. If 
symptoms of compression supervene or increase 
in severity decompression is indicated. If intra- 
cranial hemorrhage exists as from a ruptured 
middle meningeal artery ligation and removal 
of clots is readily done. If there be intracranial 
tension subdural drainage may be provided. 
Fractures of the base of the skull require the 
most careful consideration. Disinfection and 
reaction from shock are the first indications. 
If compression increases, spinal puncture may 
be tried and followed by subtemporal decom- 
pression with subdural drainage. If trephining 
on one side does not disclose hemorrhage or 
tension and the case be desperate the operation 
may be repeated on the opposite side, but opera- 
tions are contraindicated in moribund cases. 





ECTOPIC PREGNANCY. TWICE IN THE 
SAME PATIENT WITHIN FIVE 
MONTHS. REPORT OF CASE.* 


Rupotpr J. E. Open, A.B., M.D. 
CADILLAC, MICH. 


Series of careful investigations have demon- 
strated both tubes to show evidence of a former 
inflammation where one is the site of a gesta- 
tion. Simons, (1) examining twenty-three 
specimens, found evidence of a former inflam- 
mation in all. Regardless of all this, Tait’s 
theory, that tubal pregnancy is usually preceded 
by a former salpingitis, causing a destruction 
of the cilia of the tube, is todav more acceptable 
to the clinician than the pathologist. While 
evidences of inflammation are to be had, those 
of destroved epithelium are lacking. Williams 
(2) found the presence of cilia possible of dem- 
onstration in most of his cases of tubal preg- 
nancy. 

As Webster (3) was able to demonstrate de- 
cidual reaction in nearly all of his cases of 
ectopic pregnancy, he formulated the theory 
pointing towards the impossibility of the ovum 
to develop in tissue not capable of undergoing 
genetic reaction. Further, he stated definitely, 
that the ovum must alwavs imbed itself in 
Miillerian tissue ere pregnancy will occur. As 
he was able to demonstrate Miillerian tissue in 
the ovaries as well as tubes, also small areas 
of decidual cells under the peritoneum in nor- 


*Read before the Tri-County Medical Society, January 12, 
1915. 
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mal pregnancy, all of which was later con- 
firmed by Williams (2) and others, this theory 
is accepted as one of the most plausible ones. 

In 1891, Landau and Rheinstrém (4) de- 
scribed diverticulae of the tubes and alluded 
to these conditions as possible to arrest the 
fertilized ovum and cause extra uterine 
pregnancy. Williams (5) found false di- 
verticula in 95 per cent. of his cases, Kehrer 
in 78 per cent.; Huffman (6) reports anoma- 
lies in 54 per cent. of his cases. These anom- 
alies have given rise to the “anomalous de- 
velopment theory.” 

Werth (7) suggested that a tube with an 
accessory ostia may account for ectopic preg- 
nancy. 

Essen Moller (8) has noted adhesions of the 
tube to be present in tubal pregnancy and points 
towards their possibilities as etiological factors. 

Were a definite etiology known, an examina- 
tion of the healthy tube would serve as an in- 
dictator of future ectopic pregnancies. As yet, 
the advisability of obliterating or removing the 
opposite tube in operating for ectopic pregnancy, 
is a debated question. 

Accepting Tait’s theory: most cases show a 
former salpingitis, an indication to remove both 
tubes. 

Accepting Webster’s theory : one ectopic preg- 
nancy would not necessarily point towards a 
predisposition of the tube on the other side and 
the non-involved tube may be left with im- 
punity. 

Accepting the anomalous development theory ; 
every tube showing a diverticula or anomaly, 
should be removed, but no other. 

Thus a great leeway is given the surgeon. 
Normal pregnancies occur after a tubal preg- 
nancy. We also know that tubal pregnancies 
will recur. Essen Moller (8) noted normal 
pregnancies to follow ectopic gestations in nine- 
teen out of forty cases, or a little more than 
47.5 per cent. He noted but two cases of re- 
current extra uterine pregnancy and concluded 
“no normal tube should be extirpated.” To em- 
phasize his point, he cites statistics from Pro- 
chownik, (9) who noted twenty-five out of 
fiftv-seven, or 43 per cent. normal pregnancies 
after tubal and from Engstrém, (10) who 
noted twenty out of forty-three, or 46.5 per cent. 

Siefart (11) reports 5 per cent. tubal recur- 
rences and holds the removal of the opposite 
tube is not justifiable. Smith, (12) in com- 
piling statistics from 193 patients operated upon 
by different surgeons for tubal pregnancy, noted 
32.6 per cent. subsequently had normal uterine 
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pregnancies and 14.6 per cent. had recurrent 
extra uterine pregnancies. 

Normal pregnancies sandwiched in between 
extra uterine gestations are frequent. At times 
years may elapse between the pregnancies and 
again only a few months will intervene. Laur- 
ence (13) reports a case of ectopic gestation 
recurring after an interval of fourteen months. 

In a case under my observation, the interval 
was but five months. At the time of the first 
operation, the healthy tube was examined and 
showing no evidence or diverticula or anom- 
alies, it was left. The short lapse of time 
between the two incidents and the apparently 
normal! condition of the opposite tube, makes the 
case of interest as well as of argumentative worth 
and may serve to strengthen the logical argu- 
ments in favor of obliterating or removing both 
tubes when operating for ectopic pregnancy. 


CASE REPORT. 


Mrs, R., Houghton Lake, Mich., house wife, age 
28; well nourished, mentality above average: mother 
of two healthy children, respectively 7 and 4. No 
history of any: former pelvic inflammation; lacerated 
perineum; miscarriage in March, 1913. May 6, 1913, 
she experienced a sudden sharp pain in the right 
pelvis, followed by collapse; pulse rapid; breathing 
labored; no rise in temperature; rigidity of right 
rectus, and tenderness over McBurney’s point; diag- 
nosis of appendicitis made. Patient taken to Cadil- 
lac for operation. 

Diagnosis—The early symptoms together with 
presence of a pelvic hematocele and sanguinous 
decidual discharge, led me to diagnose a ruptured 
tubal pregnancy. 


Operation—At the time of the operation free 
blood was found in the pelvis. The tumor, a right 
tubal pregnancy, ruptured in the middle one-third, 
was removed. The opposite tube, apparently normal, 
was left at the request of the husband. Upon exam- 
ining the appendix it was found to be gangrenous 
and was removed. This accounted for the confusing 
symptoms. The patient made an uneventful recov- 
ery and left for her country home in three weeks. 
Frequent reports informed me of her continued 
good health. 

Subsequent History—Oct. 8, 1913, she was again 
taken to the hospital. The day previous, she had 
suddenly experienced symptoms identical with those 
of five months before, excepting that the pain was 
on the opposite side. Her physician suspected a lef: 
tubal pregnancy and lost no time. 


Second Operation—A second operation was per- 
formed; her condition was very critical, the hem- 
orrhage had been free and had not yet subsided 
though an interval of thirty-six hours had elapsed 
from the onset. Her pulse was rapid and weak, 
respiration labored and other evidences of shock 
were present. As soon as the ruptured vessel had 
been located and tied, a saline transfusion was ad 
ministered. The tubal pregnancy, ruptured in the 
middle one-third, was removed. Veil-like layers of 
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fibrin, probably from the free blood, were foun’ 
uniting the bowels and pelvic organs. These were 
easily broken with the gauze covered thumb. The 
abdomen was flushed with a saline solution. A rub- 
ber dam and gauze wick drain, as suggested by 
Coffey, (14) was installed and very efficacious. 

Post-operative History—After six uneventful 
days, she developed post-operative ileus. Medicinal 
measures served to no avail. I lost no time, but 
reopened the abdomen and loosened the bands of 
adhesions formed. The immediate results were 
satisfactory, but three weeks later the condition 
recurred. While these repeated operations were far 
from pleasant to the patient, no other course was 
justifiable. Although her condition was very bad, 
nevertheless she rallied, from this, her fourth opera- 
tion, within the course of seven months, and pro- 
ceeded towards a further uneventful recovery. 

These cases demand courage of conviction, 
and early action. To wait for medicinal relief 
often spells fatality. 

Had the apparently healthy tube been re- 
moved, all of these secondary operations, 
jeopardizing her life, would not have been neces- 
sitated. A case like this one, with so short 
an interval, makes it possible to appreciate 
Tait’s words: ‘To leave a Fallopian tube in 
a woman who is the victim of extra-uterine 
pregnancy, is to needlessly, if not criminally, 
endanger, her life in the future.” 

The tendency of modern surgery is towards 
conservatism ; to leave all nonoffending and use- 
ful tissue and to remove all that is hable to 
destroy life or to cause the patient future dis- 
comforts. In this instance the wish of the 
patient should be voiced. But first and fore- 
most, we must be governed by our knowledge 
and convictions. Whether we leave or remove 
the healthy tube, statistics may be cited to sup- 
port our procedure. The question still remains 
a debated one. My present method is to remove 
the healthy tube if the patient is a multipara. 
If she is a primipara, save it with the hope in 
view that she will have a future normal preg- 
nancy. The risk to which the patient is being 
put, is offset by the possible advantage. 
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HOW AN EPIDEMIC OF DIPHTHERIA 
WAS CHECKED BY THOROUGH 
ISOLATION OF CAR- 

RIERS. 


E. H. Foust, M.D. 
ITHACA, MICH. 


This article was requested, not because of the 
seriousness of the cases, nor their number, but 
because of a few problems which were con- 
fronted by us and dealt with, more nearly I 
believe, according to the ideas of the State 
Health authorities and what has been learned 
by scientific investigation of the workers along 
this line, than is usual. TI believe that the 
thoroughness with which it was handled has 
prevented a serious epidemic of the disease in 
this locality. 

On October 4, 1914, a practitioner of our 
village called me, as health officer, to see a 
patient, a boy aged seven, who had presented 
himself at the Doctor’s office for treatment for 
a sore throat. . Immediately, upon inspecting 
the throat, I agreed with the Doctor in his 
diagnosis of diphtheria, and took the boy home. 
A culture was taken and a report, two days 
later, from the state laboratory verified our 
diagnosis. During this time the boy was some- 
what ill, he was given antitoxine, and imme- 
diately underwent an uncomplicated and speedy 
convalescence. The next day, after seeing the 
boy, the second grade school room, where he 
was a pupil, was cleaned with bichloride solu- 
tion and fumigated with formaldehyde; the 
boy’s books burned and the grade ordered closed 
for the remainder of the week. 

The following day another pupil in the same 
grade was seen by the same physician and 


























FEBRUARY, 1915 


myself; the same diagnosis was made; it was 
verified two days later by the state laboratory ; 
antitoxine was given and the child immediately 
recovered, except that she is yet a carrier after 
the elapse of three months, during which time 
many cultures have been taken and repeatedly 
declared positive by the state laboratory. Her 
father, who is caring for her, is also a carrier. 

On October 26, 1914, at 9 p. m., I was called 
to the home of another second grade pupil who 
had been ill since morning, having been in the 
school on Friday, the 24th. Diphtheria was 
diagnosed, antitoxine was given and the state 
laboratory verified the diagnosis the next day. 
Recovery was prompt without complications. 
The second grade room was again cleansed as 
before; the pupils in that grade were all ordered 
to have their throats inspected by their family 
physician and a permit secured to re-enter 
school. Only four or five swabs were taken as 
suspicious by the physicians from the entire 
grade of forty-five children. Two of these I 
took myself, not because of a suspicion of 
diphtheria but because of hyperthrophied ton- 
sils. In the report, one of these showed diph- 
theria present on Nov. 7. I then ordered the 
entire second grade to have swabs taken; the 
grade was closed; the books all fumigated with 
formaldehyde, after being spread out in the 
best possible manner. I wish to say, however, 
that of course every one knows that one cannot 
depend upon the results being perfect when one 
fumigates books. 


The first series of swabs numbered thirty-one, 
of which eighteen showed the presence of diph- 
theria bacilli. None of these children were 
ill; they were absolutely healthy children with 
throats of the average school child. In two 
days the number increased to twenty-three posi- 
tive cultures, and in a few days more the teacher 
of that grade was added to the number having 
positive cultures. 


A meeting was immediately called, Sunday, 
Nov. 8, 1914, in my office, at which there were 
present: Dr. Burkart of the State Board of 
Health, Dr. Bartholomew, Health Officer of 
Lansing, and a State Board Inspector, all the 
physicians of the village, the School Board, the 
Superintendent of Schools, the ministers and 
other representative men. At this meeting the 
subject of diphtheria and diphtheria carriers 
was thoroughly considered. The position and 
duties of the health officer were made clear, 
also the duty of physicians in relation thereto, 
and the necessity of co-operation on the part 
of the citizens. It was decided that a culture 
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be taken from every child in the public schools 
before it would be allowed to return to the 
school. 


On the following Tuesday morning 490 cul- 
tures were taken at the school-house, with the 
assistance of four other physicians, some of the 
teachers and high-school students. The clerical 
work was overseen and partially done by another 
physician. This work was systematically done 
in one hour. In all, including cultures not 
taken at school but mostly in the health officer’s 
office, some in other physicians offices, about 
six hundred cultures were taken. The returns 
total fifty-three carriers of which two were not 
school children—one being the mother of a 
second grade child, the other the father of the 
second grade teacher. By grade the numbers 
were: 


NN assed os keener ee 1 
NGS SENOOE. i425 sc cecess 1 
TO ohh 6s sacexceneeae oe 
SE shod kexeenndeaes 3 
NOC SERIE” sees Sse dckd wo naweed 
ey 3 
SU os ha ee kas bKeedeR 1 
Fa iowa ke kareaesnewe 1 
CF ns ka ciwecedecaaves 4 
Ss 5 hess bah eawnend 3 
Oe i. iki een nc ducaseuss 2 
BS 56s he aed suaaneds 2 
I I ib Ne de anwncesceds 24 
SO I 568 has sae esha as 3 


This result revealed that the danger spot of 
the entire school was the second grade. 


After having taken the cultures the school 
was closed ; the woodwork of the entire building 
was scrubbed with a strong cresol solution; the 
toilets all cared for in the same way. The 
children took their books home with given in- 
structions how to bake them. The books re- 
maining in the school were fumigated with 
formaldehyde. The following Monday the 
schoo] was opened with such pupils as were not 
carriers or were not associated with carriers. 
All who had (before the report was received 
as to who were and who were not carriers) 
been associating in the home with carriers, were- 
required to have another culture taken and the: 
carriers absolutely isolated from them, and an- 
other negative report received before re-admis- © 
sion to school. Where this was impossible the 
carriers’ associates were treated as carriers. 

Another point I wish to insert here is this: 
Outside of the second grade, three cases of diph- 
theria developed during the period between the 
closing of the second grade for the second 
time and the taking of cultures from the entire 
school; one of these being in the high-school, 
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one in the fourth grade and one in the fifth 
grade. The fourth case developed in a second 
grade pupil on Nov. 4. He came home 
one evening, about October 19, complain- 
ing of headache and sore throat. His 
mother used home remedies and he was better 
the next day. He did not, however, gain normal 
health. When all pupils in the second grade 
were ordered to have cultures taken he was 
brought to my office, no svmptoms or signs of 
diphtheria being present. Laboratory report 
showed him to be a carrier. He was isolated. 
November 21 I was called to attend him at his 
home where I found him ill with a membrane 
on his pharynx and on right tonsil. The child 
really looked much more ill than his symptoms 
would indicate. I gave him antitoxine, and 
the following day he felt, looked and acted much 
better—throat almost clear of membrane. 

A fifth case came to light November 28, in 
the person of our county school commissioner, 
who came to my office with a “sore throat,” 
after three or four days of illness, during which 
time no physician visited him but medicine was 
requested to be sent him for “a cold”—symp- 
toms being chilliness, headache, nausea and 
some fever. Throat culture showed presence 
of diphtheria. bacilli. On December 8, after 
two negative cultures had been reported on 
from the laboratory he was discharged from 
quarantine and the house disinfected. 


CONCLUSIONS. 


There is in this experience a valuable lesson 
to be learned. First of all it teaches us that 
when in an institution, such as a school, diph- 
theria appears it is a safe and comparatively 
easy matter to obtain cultures from those with 
whom the patient has been intimately asso- 
ciated, to ascertain for a certainty whether diph- 
theria actually exists among any of them or 
whether some of them may perchance be car- 
riers. 

Secondly, it shows the importance of keep- 
ing the nasal passages and throat clean at all 
times, whether any diseased condition is sup- 
posed to be actually existing or not. 

Thirdly, for the safety of the public, when- 
ever in doubt about the diagnosis, consider it 
diphtheria until a negative bacteriological re- 
port is received. 

Fourthly, that probably it is the exception 
of the rule that a carrier develops the disease, 
only one of the series showing the possibility 
of such being true, so we might look at it that 
the presence of the germ in the throat to that 
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individual is a sign of immunity, although pos- 
sibly a danger to those with whom he comes 
in contact. 

The later portion of this last statement may 
be true and probably is, for the action taken for 
the protection of the public health by the state 
health authorities must be based upon the ex- 
periences of men with unusual opportunities 
for observation and study. I, therefore, as a 
health officer have not openly questioned a 
single order or requirement of the State Board 
and have tried to co-operate in every detail. 
My experience teaches me that it is difficult 
enough to get the laity to co-operate, even when 
they are thoroughly convinced that the thing 
you are requiring of them is reasonable and 
necessary. But, one thing that may seem 
strange to some, in this, my small experience 
here, is that not one—in so far as I know— 
after having been found to be a carrier was 
the cause of the development of a case of diph- 
theria in another, although many of their asso- 
ciates were later found to be carriers who were 
declared free when the first cultures were taken, 
and if all this care is necessary to keep down 
the epidemic why was it not proven to be so 
by some of these in constant association with 
these carriers, who, as a matter of fact, at the 
most only became carriers. 

Possibly I can answer this question by saying 
that the number of carriers with which we had 
to deal was too smal] to prove or disprove any- 
thing for certainty, and then again some light 
cases of actual diphtheria may have developed 
about which nothing was said and therefore 
not known outside of the family. The last case 
of actual diphtheria in our series may have been 
one of these, for nobody knew the source of his 
infection, though of course there were many 
chances either inside or outside of a schoo! 
room where this might have occurred. 

Lastly, I wish to commend the service of Dr. 
Burkart, the Secretary of the State Board of 
Health, and his able assistant, Dr. Holm in 
charge of the State Bacteriological Laboratory, 
to every physician and especially every health 
officer in the State of Michigan. They are 
diligent hard workers on a comparatively small 
salary, with their constant thought for the safe- 
ty and betterment of the public health of Michi- 


gan. 


T believe the time is near at hand when we 
may be able to show the legislators of our state 
that they cannot do the state a greater service 
than to double or even triple the present allow- 
ance for the work which they are endeavoring 
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to carry on. Every thinking man who looks 
into these matters, even if he disregards the 
humanitarian standpoint and considers them 
only in the light of a cold business proposition, 
must admit that preventive medicine must be 
“pushed.” 


This means a well organized system of state 
control such as we are slowly working out in 
this state; slowly, principally because of the 
lack of finances. It means a larger force at 
our state laboratory with better pay for the 
workers. It means more pay for the local health 
officers, who, by their co-operation with state 
officials make this work possible. This can be 
done only by educating the people concerning 
the necessity for preventive medicine and 
closer attention to the details in a community 
upon which its health depends, until they de- 
mand studious, fearless and conscientious 
service such as can only be obtained by a con- 
siderable increase in pay over what the large 
majority of health officers receive at the present 
time. 


It means also that physicians must be careful 
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of their remarks in a community where an epi- 
demic is being fought or where the danger of 
one is recognized and preventive measures are 
being taken. A careless or passing remark 
spoken by such an one, to say nothing of actually 
condemning the work being done, may increase 
many fold the difficulties encountered with the 
public during the existence of such epidemics. 

I feel sure that any physician who makes 
such remarks or who may be tempted to do so, 
would entirely change his attitude and be almost 
willing to sanction anything being done con- 
scientiously by health officials for public health 
service, be it in his judgment right or wrong, 
if he should ever be so unfortunate as to accept 
the health officer’s position and wake up some 
morning to find an epidemic of some kind to 
be dealt with. Fully realizing his duty to the 
public and at the same time aware that the 
public is so divided in their opinions that they 
will find fault with him if he does, and if he 
does not, and the only course he has to pursue 
is to do his full duty as he sees and knows it 
and take the consequences, whatever they may 
be. 





Alborum.—Alborum is sold by the Whitehouse 
Chemical Co., Lynchburg, Va. and is stated to con- 
tain boric acid, alum, phenol and oil of peppermint, 
the amounts not being declared. This preparation 
lacks originality and is unscientific. Its exploitation 
being held contrary to the best interests of the public 
and the profession, alborum was refused recogni- 
tion by the Council on Pharmacy and Chemistry 
(Jour. A.M.A., Dec. 12, 1914, p. 2149). 


Betul-ol—Betul-ol is a methyl salicylate prepara- 
tion advertised by E. Fougera & Co., New York 
to physicians and, indirectly to the public, as an 
external analgesic and antirheumatic. It was refused 
recognition by the Council on Pharmacy and Chem- 
ists because the statements regarding its composition 
are vague, misleading and incorrect, because un- 
warranted therapeutic claims are made for it, be- 
cause the recommendations are likely to lead the 
public to the self-treatment of rheumatism. with 
serious consequences (Jour. A.M.A., Dec. 12, 1914, 
p. 2148). 


Cystogen, Cystogen Aperient and Cystogen-Lithia. 
—Cystogen is the therapeutically suggestive name 
applied to hexamethylanamin, by the Cystogen Chem- 
cal Company, St. Louis, Mo. By means of extrava- 
gant claims, unwarranted assertions and pseudo- 
scientific arguments the Cystogen Chemical Com- 
pany advises the use of cystogen asperient or cys- 
togen-lithia or all three in a well nigh endless num- 
ber of diseases. The promotors take good care that 
every cystogen prescription is likely to spread the 
cystogen gospel among the people. In announcing 
the rejection of these products the Council on Phar- 
macy and Chemistry calls attention to the conservative 


discussion of hexamethylenamin which appears in 
its publication “Useful Drugs” (Jour. A.M.A., Dec. 
12, 1914, p. 2149). 


Cysto-Sedative —Cysto-Sedative (Strong, Cobb & 
Co., Cleveland, Ohio) is said to contain thuja occi- 
dentalis, pichi, saw palmetto berries, triticum repens 
and hyoscyamus. Cysto-sedative was refused recog- 
nition by the Council on Pharmacy and Chemistry 
because unwarranted and preposterous claims were 
made in regard to its preparation and because un- 
warranted therapeutic claims were made for this 
unscientic mixture (Jour. A.M.A., Dec. 12, 1914, 
p. 2149). 


Ergoapiol.—Ergoapiol (Martin H. Smith Co., New 
York) is a mixture put up in capsules, each of which 
is said to contain apiol (special M.H.S.) 5 gr., ergo- 
tin 1 gr., oil savin % gr., aloin % gr. Examination 
indicated that each sapsule did not contain 5 gr. 
apiol but an oleoresin of parsley seed. The recom- 
mendations in the advertising matter invite its in- 
discriminate use. The Council on Pharmacy and 
Chemistry refused to recogize this unscientific mix— 
ture of ingredients which has widely differing thera- 
peutic effects (Jour. A.M.A., Dec. 12, 1914, p. 2149). 

A pergols-—Apergols, put out by H. K. Wampole 
Co., Inc., is apparently an inversion of the name 
ergoapiol and the preparation appears to have essen- 
tially the same formula. In general the claims made 
for apergols are the same as those made for ergo- 
apiol. The Council refused admission to apergols 
because they are advertised indirectly to the public, 
because of unwarranted therapeutic claims, because 
of the non-descriptive name and because the product 
is unscientific (Jour. A.M.A., Dec. 12, 1914, p. 2149). 
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AN ANALYSIS OF THE MORTALITY OF 
ABDOMINAL SURGERY. 


R. E. SKEEL, M.D. 
CLEVELAND, OHIO. 


During the past five vears considerable dis- 
cussion has been provoked by renewed inquiry 
into the cause of surgical death and Crile es- 
pecially, followed by Bloodgood and others, has 
been active in emphasizing anew the factor of 
insult to the nervous system in its relation to 
operative mortality. This has resulted in bring- 
ing out statistics from various sources regard- 
ing the mortality of surgical operation, and this 
paper is presented with the purpose of adding a 
mite to the group of figures that are accumulat- 
ing, trusting that in the course of time some- 
thing fairly definite may be determined which 
will abolish the already small mortality of major 
surgery in favorable cases and diminish the 
death rate in desperate ones. 

The study is that of the abdominal operations 
performed by the writer in St. Luke’s Hospital 
of Cleveland from July 15, 1908 to July 15, 
1914, a period of six years. 

A fair number of patients operated upon dur- 
ing the same time, both in other institutions and 
private houses is not included, although the re- 
sults are approximately the same, but the tech- 
nie was not so thoroughly under control, neither 
could the morbidity and final results be so ac- 
curately ascertained. It, therefore, rendered a 
rather complicated task more simple and ac- 
curate to confine the analysis to the patients 
in one institution. 

The study furthermore is confined to abdom- 
inal operations because they comprised more 
of the work than that in any other one region 
and also because the published statistics of 
others are more frequently found to be in this 


field. 


One difficulty presented itself immediately 
and that was the absence of any standard by 
which mortality is estimated, no uniformity 
whatever existing as to the basis upon which 
results are reported by various surgeons the 
greater number giving none of the data under- 
lying their figures. Under these circumstances 
the percentages must vary according to the per- 
sonal equation of the operator. This fact has 
led to a discussion in the body of the paper of 
the cause of death in each case, so nearly as that 
could be ascertained, together with the duration 
of life in the fatal cases, leaving the reader 
free to compile hig own statistics if he does not 
agree with the writer’s ideas as to classification. 
No case was tabulated if death occurred after 
leaving the hospital but none was hurried out 
to die at home. On the other hand some of the 
explorations were upon patients who lingered 
for many days in the hospital, neither better 
nor worse for operation, but if they died before 
returning to their homes the death will be found 
in the percentage column of surgical deaths. 
An attempt is made to separate the obvious op- 
erative deaths from those upon which the opera- 
tion per se had no apparent bearing, and this 
again, is done in such fashion that the reader 
may make his own deductions. A comparison 
of “surgical mortality” which may be defined 
as death in the hospital of any patient from 
any cause if that patient had been operated 
upon, and “operative mortality,” that is, death 
directly or indirectly as the result of operation 
whether the disease for which operation was 
performed was necessarily fatal or not, gives 
abundant latitude for a wide variety of per- 
centage figures and justifies the distrust of such 
figures when published without accurate atten- 
tion to details. | 

Another factor quite as potent in its influence 
upon the apparent mortality as the basis upon 
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which percentages are figured has to do with 
the type of cases upon which any reporter is 
operating. 

The surgeon whose work is bounded above 
by the pelvic inlet should have a hardly appre- 
ciable death rate and if he belongs to the sclero- 
cystic school of ovarian surgeons there should 
be no deaths in the hospital, although the popu- 
lation of the nearest hospital for the insane 
may be perceptibly increased. Again a surgeon 
who deliberately rejects the very bad risks, even 
though operation offers the only hope, may 
present a series of recoveries which are quite 
startling when compared with the results of 
one who operates regardless of the risk involved, 
provided only that operation offers more hope 
of recovery than a non-intervention. Again, in 
operations upon certain organs such as the gall 
bladder and stomach, a long series of recoveries 
and relatively few deaths may be contingent 
upon the fact that physicians referring cases 
for operation advise early intervention, while 
a hopeless looking set of statistics may be de- 
pendent upon the fact that the reporter is 
drawing his work largely from men who do their 
own easy operating and refer their advanced 
or technically difficult cases only. This is met 
by a discussion of the details of individual 
deaths so far as is consistent with a necessary 
regard for conciseness. 


Although this paper is entitled “An Analysis 
of the Mortality” the subject of morbidity can- 
not wholly be avoided and mortality and mor- 
bidity do not necessarily run parallel. For 
example, the vitality of the tissues through 
which incision is made may be seriously com- 
prised, and local infection follow in a great 
number of instances without death occurring. 


Still another factor enters into any con- 
sideration of mortality statistics especially in 
elective operations for non-fatal chronic disease. 
A patient may make an operative recovery but 
not be cured, as when an appendix is removed 
and gall stones are undiscovered, or a gastric 
ulcer is excised but stomach symptoms continue 
because an appendix full of concretions is over- 
looked. It is obvious that the surgeon working 
under difficulties induced by imperfect anes- 
thesia, or anxious to bolster his statistics will 
do one thing and one thing only and perhaps 
have fewer deaths statistically than the more 
thorough consistent operator, but in the long 
run the necessity for further intervention in a 
number of cases will equalize the deaths, and 
this can not be made to show statistically since 
two operations upon the same patient, but with 
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death resulting from the last one makes a 
statistical mortality of but 50 per cent. while 
the same death under a combined operation 
would show 100 per cent. An attempt to ob- 
viate this error is made tabulating the nwmber 
of patients as well as the number of operations 
performed as there frequently was a duplication 
of abdominal operations: It must be under- 
stood, however, that a large percentage of the 
patients had several extra-abdominal operations 
performed which are not mentioned. Practical- 
ly all the round ligament shortenings, uterine 
suspensions and fixations, and many of the 
salpingo-odphorectomies had plastic work done 
upon the cervix and vaginal outlet at the same 
sitting. 

Throughout the paper attention is given to 
a discussion of some of the cardinal principles 
governing the indications for operation and the 
anesthetic employed, and considerable consid- 
eration to those operative accidents and sequelae 
which, while not uniformly fatal, are always 
serious and sometimes lead to death, such as 


shock, hemorrhage, post-operative obstruction, 
ete. 


Salpingo-odphorectomy.—One hundred forty- 
two salpingo-odphorectomies resulted in no 
deaths. There is little to say concerning them 
save that with one exception all were performed 
for true inflammatory lesions, following either 
gonorrheal, puerperal, or instrumental infec- 
tion. An occasional case, of course, presented 
no adhesions, but for the greater part, the typical 
inflammatory exudate was encountered with 
adhesions to the uterus, bladder, or intestine, 
and the separation of such adhesions is not 
counted as a distinct operation. An ovary, or 
portion of ovary, was always left when such 
a course was at all practicable. On the other 
hand the radical operation was never under- 
taken intentionally during the hyperacute stage 
of infection, a let alone policy in acute gonor- 
rheal salpingitis, and vaginal or abdominal in- 
cision with drainage in acute puerperal 
odphoritis being preferred. No operation of 
any kind was undertaken deliberately during 
the acute stage of gonorrheal salpingitis with 
peritonitis, because life is not seriously men- 
aced by the disease and operation is so safe 
after the subsidence of acute symptoms, and in 
addition the permanent status of the ovary is 
established by this time. During the acute stage 
the ovarian conditions is an unknown factor un- 
less operation is performed before leakage from 
the tube has occurred, a stage when the surgeon 
rarely sees the patient. Occasionally a case has 
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presented itself in which pain, a little evening 
elevation of temperature, leucocytosis, etc. have 
persisted for several weeks in spite of con- 
stant rest in bed, and such patients have been 
operated upon without hesitation, but as a 
rule with few exceptions the salpingo-odphorec- 
tomies for gonorrheal infection were done after 
the subsidence of acute symptoms, and as a 
rule with practically no exceptions some ovarian 
tissue was saved. 

Those cases of adnexal disease which follow 
septic infection in our experience have proved 
almost universally to be ovarian in origin, so- 
called puerperal pelvic peritonitis being an 
extension from a puerperal odphoritis. By this 
is meant, of course, only such patients as have 
survived the onset of the infection sufficiently 
long to permit of diagnosis and operation. It 
is not doubted that a streptococcic infection 
may be sufficiently virulent to penetrate the 
walls of the uterus without localizing either in 
the lymphatics of the broad ligament or in the 
ovary, but the usual type of pelvic peritonitis 
following abortion or full term labor has a dis- 
tinctly ovarian origin and no drainage operation 
is complete, whether performed through the 
vaginal vault or anterior abdominal wall, which 
does not discover and evacuate the pus in the 
interior of the ovary; neither does a drainage 
operation result in cure unless this is done or 
the ovary ruptures spontaneously either before 
or after pelvic drainage is established. The 
wisdom of draining acute collections of pus 
is, of course, axiomatic, but for some years 
there has been a marked reaction against the 
use of drainage following abdominal operations 
unless the indications were quite plain—the 
old dictum “when in doubt drain”’—having been 
exchanged for “when in doubt do not drain.” 

The writer has felt that the reaction against 
drainage went too far and has never been 
ashamed or afraid to use drainage after salpin- 
go-odphorectomy when questionable pus had 
soiled the field or when the separation of many 
adhesions left an oozing surface upon which 
hemostasis was imperfect. In acute cases which 
are gone into unexpectedly this drain takes the 
form of a gauze cofferdam, separating the in- 
fected area from the general abdominal cavity, 
the gauze being “lost” in the pelvis and recov- 
ered through an incision in the vaginal vault 
after the abdominal incision is closed. 


Twenty-seven patients were operated upon 
for tubal pregnancy without mortality, and in 
only one case was operation deferred until the 
patient was in better condition. This one had 
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an infected hematoma in the cul-de-sac which 
was walled off from the general abdominal 
cavity by adhesions above it and this was opened 
and drained, but repeated hemorrhage from the 
tube into the abdominal cavity made radical 
operation imperative a few days later. 

The advocates of conservatism in the treat- 
ment of ectopic pregnancy have taught us that 
we need not operate in breathless haste with 
the first evidence of bleeding, but they have 
failed to convince us that we should not operate 
as soon aS we can make proper arrangements 
therefor. 

Following eighty-five ovariotomies for tumor 
there were two deaths. The first of these oc- 
curred in the third week after operation while 
the patient was up and about the ward. The 
svmptoms were those of pulmonary embolism 
and this diagnosis was confirmed by autopsy. 
The second death was that of a patient who 
not only had two large papillomatous ovarian 
evysts removed, but who suffered also from mi- 
tral insufficiency with cardiac dilatation, paren- 
chymatous nephritis and ascites. The operation 
was done to relieve the enormous abdominal 
distension and the discomfort which it caused, 
but without anv hope of cure. The patient re- 
mained in the hospital two months and then 
succumbed to the cardio-renal changes. 

Few myomectomies were performed and these 
for small or peduncuated growths only, the 
uterine mvomata being so universally multiple 
that when operations was called for hysterec- 
tomy was usually chosen. 

Of the ninety-two supra-vaginal hysterec- 
tomies for benign conditions none died in con- 
sequence of the operation, but one death occur- 
red in the hospital from perforation of an un- 
diagnosed cecal ulcer. This casualty took place 
after the patient had been discharged and if 
her arrangements for leaving had not miscar- 
ried death would have taken place in her home 
As it was she was delayed and remained another 
night in the hospital where the accident occur- 
red. As a diagnosis had not been made this 
must be reckoned as a surgical death even if the 
operation had nothing to do with it. 

Of the complete hysterectomies for benign 
conditions the one death which took place was 
due to nephritis followed by broncho-pneumo- 
nia three weeks after operation. This was an 
instance of profound anemia from preoperative 
hemorrhage due to a submucous myoma. Va- 
ginal myomectomy was attempted but found to 
be impossible and complete removal of the 
uterus from above was accomplished without 
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incident. ‘The patient had no evidence of 
nephritis previous to operation and the anes- 
thetic used was nitrous oxide. It is therefore 
impossible to say whether the death was merely 
a coincidence, or due in some way to her pre- 
operative hemorrhage, or to the operation itself, 
but the patient died. 

Panhysterectomies for malignancy are infre- 
quent in our practice since almost without ex- 
ception the patients are seen too late unless the 
condition is discovered accidentally. The one 
death was from uremia probably due to too 
much interference with the ureters which were 
dissected out from a carcinomatous parame- 
trium—-a perfectly useless procedure by the way 
—hbut occasionally one uses poor judgment and 
gets in so deeply that to retreat is as bad as to 
proceed. The most remarkable case among the 
malignancies was one in which an extensive car- 
cinoma of the portiovaginalis was mistaken for 
a protruding placenta and in his efforts at 
removing it the patient’s physician had torn 
away a portion, ruptured the uterus, and enter- 
ed the abdominal cavity. Panhysterectomy was 
performed as an emergency operation and the 
patient was living at last reports although re- 
currence certainly must have taken place. 

Uterine suspensions and fixations resulted 
in one death. It was rare indeed that operation 
in this class was undertaken for uncomplicated 
retroversion or retroflexion, those which are 
tabulated under this heading being performed 
because the patient also had some other lesion 
needing attention. Either there was prolapse, 
deep laceration of the cervix or perineum, 
chronic appendicitis, or salpingitis, so that an 
anesthetic had to be given in any event and 
to the main operation a round ligament short- 
ening, suspension, or fixation was added as the 
conditions, age, and social status of the patient 
justified. 

This death was purely operative and accident- 
al and has been reported before. The cause of 
death was a Littrés hernia through a small 
opening which was left in the broad ligaments 
after a round ligament shortening. There were 
no true obstructive symptoms and the origin 
of the vague abdominal discomfort was not un- 
derstood until a small perforation had occurred 
in the intestine followed by sudden collapse and 
death. 

There were, therefore, six deaths following 
495 classified pelvic operations. (In the un- 
classified list, including Cesarean sections, oper- 
ations for rupture of the uterus, ete., will be 
found two deaths following pelvic operations, 
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both being instances of ruptured uteri and both 
dving from the accident, the operation in each 
of them being a matter of last resort undertaken 
when the patient was practically moribund). 

In the suprapelvic portion of the abdomen 
we have eighty-six operations upon the biliary 
tract, with five deaths. 

The first of these deaths was due to injury 
to the pancreas and was a clear operative death, 
the pancreatic secretion digesting the catgut 
sutures used to close a pre-existing fistulous 
opening into the duodenum. Catgut alone is 
never depended upon in stomach and intestinal 
work, but in this instance only one row of 
sutures could be applied, a fact which was not 
ascertained wntil the duodenal opening had 
been closed with this material. 

The second death was due to diabetic coma. 
This operation was undertaken deliberately with 
full knowledge that sugar was present in the 
urine in large quantities, but the patient had 
a palpably distended gall bladder and jaundice 
and her only hope seemed to lie in the possibility 
of draining the biliary system. No good was 
accomplished by this, however, and the patient 
died on the third day in deep’ coma. 

Another death was due to intestinal hemor- 
rhage ten days after an operation for chronic 
cholecystitis in a patient who was not jaundiced. 
Unfortunately no autopsy could he obtained, 
but later reflection has convinced me that some 
overlooked pathologic condition, possibly a 
chronic pancreatitis, was present in the diges- 
tive tract. She died, therefore, because of a 
faulty diagnosis rather than a faulty operation. 

The last deaths were those of two patients 
who had lost much weight through years of 
suffering, one of whom had discharged great 
quantities of fluid through a biliary fistula 
which persisted after a cholecystostomy by a 
very competent surgeon. It is recognized that 
the use of the word “asthenia” as a cause of 
death is improper and imperfect, but no other 
term seems to fit these cases. Neither suffered 
any shock nor had marked elevation of tem- 
perature or pulse, and until within a few hours 
of death both seemed in about the same gen- 
eral condition as before operation. 

We have more fear of the outcome of late 
operation on the biliary tract than of operation 
for any other chronic nonmalignant abdominal 
lesion and this is equally true if the patient 
is not jaundiced. 

Eventually we feel that some of these deaths 
will be proven to be due to a change in those 
chemical processes normally taking place in the 
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liver by which certain poisons absorbed from 
the intestine are prevented from entering the 
general circulation. 

The strangulated hernias were remarkably 
few. The intestine was either returned or 
resected in each case, no fecal fistulae being 
made, and all recovered. 

Of ninety-three herniotomies for conditions 
short of actual strangulation, one—a_ patient 
with double irreducible scrotal hernia with one 
side incarcerated—died from pneumonia which 
began on the third day after operation and 
terminated on the eighth. This may have been 
a true postoperative pneumonia and not a coin- 
cidence, although at certain seasons when pneu- 
monia is prevalent its etiology often must re- 
main in doubt. 

Operations for acute appendicitis and its com- 
plications.—It is a matter for regret that time 
did not permit me to ascertain the exact num- 
ber of instances in which abscesses were opened 
and drained without removal of the appendix, 
but a liberal estimate would be two each year 
or twelve in all. We find such an indication 
in retrocecal and pelvic abscesses only, with an 
oceasional case of intra-abdominal abscess in 
which the patient is so near dead that more 
radical interference seems impossible. After 
170 operations five deaths occurred, all in late 
cases, that is, in patients who had been ill more 
than two or three days. One patient whose 
entire cecum was gangrenous died from intense 
toxemia, one from septic pneumonia, and one 
from intestinal obstruction, whether septic or 
organic was never determined, but the persist- 
ence of normal temperature until just before 
death makes one suspect that it was organic, 
although an enterostomy gave no relief. 

Another had been ill seven weeks and suc- 
cumbed to profound general sepsis ten days after 
operation. The last death in the series occurred 
in the person of a man of sixty who had been 
ill for six days before operation, during the 
last three of which fecal vomiting had been 
constant. After incision and drainage under 
local anesthesia, he lived four days without 
vomiting, but like the former died profoundly 
septic. 

In this list all the common complications 
were met with, but in only one instance was 
operation deferred because the patient was too 
ill, this being a case of general peritonitis so 
far advanced that a pulse of 140 corresponded 
to a subnormal temperature and vasomotor 
paresis with cold, cyanosed extremities. After 
three or four days in the sitting posture with 
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absolute starvation, the temperature came up 
and the pulse down when he was operated upon 
under local anesthesia. 

Most progressive internists at the present time 
agree with the surgeons that a patient with ap- 
pendicitis which is severe enough to be positively 
diagnosable should be operated upon at once, 
not because the patient must die without opera- 
tion, but because he might, and by reason of 
this attitude the mortality rate in acute appen- 
dicitis is constantly diminishing. We now feel 
that it should be kept in the neighborhood of 
one per cent. in any long series of cases which 
has been under the care of a competent physi- 
cian from the onset, this ocasional unavoidable 


‘death being due to obscurity in diagnosis, un- 


willingness on the part of the patient to sub- 
mit to early operation, virulent streptococcic 
infection, septic pneumonia, or intestinal ob- 
struction. 


The 380 patients upon whom appendectomy 
was done for chronic or recurrent appendicitis, 
or as an incident in the course of other abdomi- 
nal operations, recovered as a matter of course, 
it being a curious fact that none of the patients 
died from whom the appendix was removed cas- 
ually excepting the round ligament shortening 
mentioned earlier. 


The unclassified operations present the great- 
est absolute number of deaths as well as the 
highest percentage of those having any con- 
siderable numbers. They might readily be class- 
ified, but either so small a number of each 
particular type of operation was performed, or 
else the circumstances were so unusual that 
the results would be wholly misleading. For 
example, there were no deaths after pylorectomy, 
circular resection of the stomach, or gastrec- 
tomy, but there were five deaths following gastro- 
enterostomy, an operation, which considered by 
itself, seldom should be followed by death. The 
first occurred in a victim of acute dilatation of 
the stomach which was the terminal event in 
a patient with carcinoma of the pylorus. This 
operation should not have been performed as 
the patient was moribund, but he was not seen 
until after he was anesthetized. The other four 
have occurred in the past three years. One 
death was from lobar pneumonia which began 
eight hours after an operation in which nitrous 
oxide was the anesthetic. The disease was be- 
nign stenosis of the pylorus, the operation was 
easy and accomplished in thirty minutes, and 
it seems certain that in this instance the pneu- 
monia was a coincidence and not the result of 
either operation or anesthetic. Another death 
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took place eleven days after an operation for 
benign stenosis in a man of sixty-two who had 
been ill for years. Previous to operation his 
aspect was that of an individual who had under- 
gone slow starvation to a point beyond recovery, 
and his postoperative history bore out that con- 
clusion. He was given a chance, however, suf- 
fered no shock, had no postoperative vomiting or 
elevation of temperature, and no decided change 
in pulse rate. He continued to fail in spite 
of liberal feeding and saline and __ nutritive 
enemas, and at the end he simply ceased to 
breathe. Autopsy showed complete atrophy of 
the mucosa of the stomach and upper intestine 
with a perfectly clean operative field. 

Another case was most interesting from the 
standpoint of diagnosis. This patient had a 
baby of three months and during pregnancy it 
was noted that her vomiting was exaggerated. 
After labor she had a marked femoral phlebitis 
lasting six weeks. Just convalescent from this, 
vomiting began again and on her admission to 
the hospital a week or ten days before operation 
one consultant insisted upon a pelvic lesion 
while I, myself, was perfectly confident that a 
cerebral embolism. of septic character was pres- 
ent. She grew rapidly weaker and markedly 
emaciated and an indefinite mass finally was 
located in the epigastrium. Exploration under 
local anesthesia showed an enormous ulcer in a 
contracted stomach with almost complete 
closure of the pylorus. To complete the opera- 
tion could not cause a worse disaster than to 
close up, so a gastro-enterostomy was performed 
under nitrous oxide. The patient died on the 
second dav, probably from shock although the 
exitus was verv sudden. Autopsy showed no 
leakage and no peritonitis. The whole of the 
pvloric end of the stomach and a part of the 
lesser curvature was occupied by a large deep 
ulcer from whose surface pus was exuding freely. 
The entire previous history, including the 
femoral phlebitis, was thus explained. 

The last death following gastro-enterostomy 
took place three weeks after operation and was 
due to an unrecognized myocardial degeneration, 
no evidence of which was observed until after 
the patient began to move about the ward, when 
one attack of acute cardiac dilatation followed 
another and he finally died after five days of 
struggling with the heart complication. 


As mentioned previously two deaths occurred 
after operation for rupture of the uterus . In 
one case the uterus had been ruptured during 
an attempted dilatation and curettage several 
davs before and the pelvis was filled with the 


CLINICAL SOCIETY 115 


mercuric solution used for irrigation. This 
patient had through and through drainage but 
died from true mercurial poisoning with a com- 
bination of nephritis and dysentery. 

The second case was one of ruptured cornual 
or interstitial pregnancy at four months. The 
specimen obtained was the most interesting I 
have ever seen, the fetus floating free in the 
abdominal cavity while the placenta remained 
attached to a mushroom shaped excavation at 
the left uterine horn. This specimen was de- 
stroyed by the order of the head nurse to the 
nurse in charge of the morgue after the former 
had been told of its extreme value ; that peculiar 
naiveté which sometimes actuates a head nurse 
being revealed in the cremation of the uterus 
and careful preservation of the fetus. I now 
think I might have saved this patient had I 
simply sewn the ruptured uterus into the ab- 
dominal incision and packed it with gauze in- 
stead of removing it, as the hysterectomy was 
complicated by adhesions left from a preceding 
pelvic operation. I think, too, that she might 
have been saved had I at that time known of 
any rapid safe method of indirect transfusion, 
one not requiring absolute quiet on the part of 
the patient ; the threshing and air hunger being 
so great that direct transfusion was at no time 
possible. 

Intestinal resection following a high enteros- 
tomy for acute obstruction caused one death 
from straight operative shock. 

Three other deaths were due to acute ob- 
struction. One was that of a woman eight 
months pregnant in whom a coil of ileum was 
gangrenous, the obstruction being caused by a 
band low down behind the uterus. This band 
was cut but the mesentery proved to be too 
short to permit withdrawal and resection of the 
gangrenous loop which was consequently placed 
as near the incision as possible, surrounded by 
gauze and the wound left open. The patient 
went into labor on the second day in spite of 
large doses of morphine, and to obviate eventra- 
tion a vaginal Cesarean section was performed. 
She survived both of these operations but on 
the third day the gangrenous gut gave way and 
flooded the abdomen in spite of the packing and 
she succumbed within a few hours. 

Another death from acute intestinal obstruc- 
tion was that of a patient who had been moder- 
ately ill with the classical symptoms of obstruc- 
tion without strangulation for more than a 
week. On the night preceding operation her 
temperature rose to 104° with startling conges- 
tion of the face and she died a few hours after 
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operation with a temperature of 107°. My as- 
sistant insisted that this death was really due 
to sunstroke, but I prefer to leave the actual 
origin of the hyperpyrexia in doubt. 

The fourth death from obstruction was in- 
excusable. The patient was a male, 459 
years of age who had been losing weight rapidly 
for a year and a half. For a week there had 
been typical symptoms of acute obstruction 
which had been treated with cathartics. Finally 
a change of physicians was made and the last 
one recognized the condition promptly. The 
patient arrived at the hospital nearly moribund. 
Nevertheless an enterostomy was performed un- 
der local anesthesia but death took place twen- 
tv-four hours later without abatement of any 
of the svmptoms excepting the intense pain. 
Autopsy confirmed the pre-operative diagnosis 
of carcinoma of the sigmoid with acute obstruc- 
tion. 

One patient in the unclassified list chose to 
gamble that I was wrong about his having a 
general abdominal carcinomatosis, asked for an 
exploratory incision, and died a week later 
from the toxemia of the disease. Another in 
the unclassified list had three operations for 
chronic intestinal obstruction of unknown char- 
acter but which at first was presumed to be 
from adhesions between the gall-bladder and 
transverse colon. When these were overcome 
a gradual obstruction higher up became ap- 
parent and she died two months after the first 
operation, the last one being an enterostomy. 

Still another died two days after an explora- 
tion for supposed subphrenic abscess which 
proved to be a melanotic sarcoma of the liver. 

The last one in the unclassified list died from 
pneumonia just four weeks after an operation 
for acute hemorrhagic pancreatitis. This case 
was most interesting but time does not permit 
the rehearsal of its details in this report. 

A recapitulation of the causes of death is of 
interest : 

As distinguished from ordinary — surgical 
deaths there were eight plain operative deaths ; 
two from shock in patients already mortally ill; 
one from operative injury to the pancreas, one 
from postoperative obstruction and perforation, 
one from uremia, one from pulmonary em- 
bolism, and the two gallstone cases tabulated 
as dying from asthenia. In addition there were 
two deaths from pneumonia which succeeded 
clean operations at such a date that the origin 
of the pulmonary infection is in doubt. 

Excluding the pneumonia deaths the opera- 
tive deaths were eight out of 1032 patients, or 
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.78 of 1 per cent. including the pneumonias, 1 
per cent. 

The gallbladder patient with pancreatic in- 
jury, the patient upon whom a round ligament 
operation was performed, and the patient with 
incarcerated hernia were the only ones who did 
not have an early death staring them in the 
face at the time operation was done. 

The four classical causes of death after ab- 
dominal operations are shock, hemorrhage, sep- 
tic peritonitis, and intestinal obstruction. Both 
deaths from shock in this list were found in 
patients desperately ill from obstruction in the 
digestive tract. Nothing else was productive 
of enough shock to cause serious anxiety. 

No death took place from septic peritonitis 
excepting as it followed intestinal perforation, 
and no death from peritonitis occurred in the 
series of operations for acute appendicitis with 
all its complications. 

No death occurred from postoperative hemor- 
rhage, the one death from hemorrhage being 
due to bleeding before operation. 

Postoperative obstruction caused two deaths, 
one clean and one pus case. So much for mor- 
tality for the present. 


MORBIDITY. 


In the patients who recovered there was one 
instance of postoperative obstruction following 
operation in a clean field, and one following the 
removal of a gangrenous appendix. 

The first was diagnosed early and relieved by 
the separation of adhesions, the last had an en- 
terostomy performed by which intestinal resec- 
tion was later necessitated from which the pa- 
tient readily recovered. 

Four clean cases are known to have incisionai 
hernias, two cholecystostomies and two hys- 
terectomies. It is likely that others have the 
same annoyance and many of the appendicitis 
cases complicated bv abscesses or peritonitis 
and drained are known to have hernias which 
give but little trouble. 


Postoperative Tlemorrhage—No abdomen 
was reopened for hemorrhage, although the 
walls of some of the late appendicular abscesses 
oozed rather profusely. Absolute and certain 
control of all primary vessels is considered im- 
perative, one hand knots and whipping sutures 
never being depended upon to control large 
vessels and when catgut is used the knot ends 
are always left long. Oozing from large areas 
is invariably met with a gauze tampon which 
assists coagulation, drains off the serum, and 
prevents postoperative intra-abdominal hema- 
tomata. 
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Infection —T wo-patients in the entire list suf- 
fered a low grade infection in the abdominal 
cavity which probably was introduced at the 
time of operation and both recovered after the 
incision of a localized abscess. ‘There was one 
instance of localized peritoneal infection caused 
by intestinal injury at the time of operation. 
This was a hysterectomy for an adherent myom- 
atous uterus in which the rectum was opened 
and immediately closed, but a late pelvic abscess 
developed and drainage through the cul-de-sac 
was made necessary. The old fear that septic 
peritonitis may follow operation in clean cases 
has been abolished by modern, painstaking asep- 
tic technic carried to the academic limit. Infec- 
tion of the abdominal wall, aside from an ocea- 
sional stitch abscess, occurs once or twice from 
clean appendectomies after every change of 
house surgeons, each of whom in turn must be 
trained to the conception that an appendicular 
stump is an infected portion of the intestine. 

True stitch abscess is unknown in clean cases 
since the preparation of the abdominal skin has 
been simplified, unless some one ties a stitch 
too tightly or a local anesthetic has been used. 

Postoperative Shock.—Serious postoperative 
shock was absent unless there was hemorrhage 
or an operation on a desperately ill patient. 
Hemorrhage during operation is a rare accident. 
Aside from hemorrhage, traction on mesenteries 
more than any other intra-abdominal manipula- 
tion seems to be most frequently shock produc- 
ing and this is carefully avoided. Drv pads 
are alwavs used in walling off the operative 
area. The latter originally were used dry to 
guard against infection as it seemed the height 
of folly to expect a pad already saturated to 
absorb pus or other suspicious fluid and keep 
from contamination the field not invaded, but 
Henderson’s theory of carbon dioxide exosmosis 
from the peritoneum as a cause of shock has led 
to a firmer belief in the advantage of dry 
sponges over the much lauded “sponge wet with 
warm normal saline solution.” 





Postoperative Dilatation of the Stomach.— 
There was one example of the extreme type of 
postoperative dilatation which followed an oper- 
ation for general peritonitis due to gangrenous 
appendicitis. This patient recovered after fre- 
quently repeated lavage. Another instance of 
acute dilatation illustrates the attention to de- 
tail which is necessary if we are to have the 
highest measure of success. Shortly after a 
gastro-enterostomy and occlusion of the pylorus 
for duodenal ulcer, biliary vomiting made its 
appearance. This is so unusual after the pos- 
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terior no-loop operation that the dressings were 
removed and the abdomen inspected when the 
much dilated stomach was visible in the left 
iliac fossa. Repeated lavage gave temporary 
relief but recurrence took place so promptly 
that re-operation was seriously considered. While 
sitting by the bed and palpating the thin walled 
abdomen it was observed that the resistance at 
the point of anastomosis was directly under 
a groove made by the taped adhesive strap which 
held the dressing in place. Leaving this one 
knot untied resulted in recovery without further 
attacks of vomiting. 

We are confident that a good number of be- 
ginning cases of gastric dilatation were throt- 
tled in their incipiency by the use of the stom- 
ach tube, epigastric distress and persistent vom- 
iting associated with increasing distension of 
the abdomen always being met in this manner. 

Postoperative Tympany.—Tympany beyond 
the most moderate degree is rarely seen save in 
patients whose abdominal cavities are infected 
before operation. In such patients tympany 
is recognized as a conservative effort on the part 
of nature to localize the infection and unless 
vomiting and elevation of temperature and pulse 
coincide in pointing to toxemia from stasis, 
nothing is done save to keep the lower bowel 
empty by means of enemas. 

Postoperative tvmpany and gas pain seem 
to be much increased by the early introduction 
of food and drink into the stomach, and by 
the use of cathartics. Cold water soon after an 
abdominal operation inaugurates peristalsis in 
that portion of the intestine not paretic from 
handling, and causes the accumulation of gas 
and liquids in the paretic portion, and food and 
eathartics act in the same manner only more 
acutely. As I have remarked elsewhere, if the 
nervous surgeon would take a dose of bromide 
and forget to order calomel and salts for his 
patient, both would be in better condition dur- 
ing their convalescence from operation. 


Anesthesia.—No discussion of postoperative 
mortality is complete without some discussion 
of anesthesia. Choloform is given to asthmat- 
ics only, so we are unable to discuss it intelli- 
gently. Ether, nitrous oxide and oxygen, and 
local anesthesia are used, the frequency of their 
use being in the order named. 

Ether is the anesthetic of choice for routine - 
abdominal work in the absence of coryza, bron- 
chitis, nephritis, and tuberculosis, but it is our 
belief that anesthetics should be selected as 
carefully as narcotics, sedatives, stimulants, or 
any other class of drugs, and while ether is 
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always avoided in the foregoing conditions it is 
not invariably used otherwise. For example, 
postoperative ether vomiting makes nitrous 
oxide the anesthetic of choice for stomach work, 
but nitrous oxide rigidity almost eliminates it 
from consideration in gallbladder operations 
upon stout patients. Aside from operations 
upon the biliary tract and salpingo-odphorec- 
tomies nitrous oxide rigidity scarcely interferes 
with the easy performance of any single ab- 
dominal operation, but with our present lack of 
precision in abdominal diagnosis it often does 
prevent complete exploration of the upper ab- 
domen, the operator resting content with the 
extirpation of the organ for which the operation 
was undertaken but not investigating allied 
organs from which the svmptoms complained 
of might arise. On the whole, patients are 
more nearly normal at an varlier date after the 
use of nitrous oxide than after ether, but this 
loses its importance in many instances in view 
of the fact that operative recovery is not neces- 
sarily svnonymous with symptomatic cure. 

A combination of nitrous oxide-oxygen anes- 
thesia with a sufficient amount of ether to over- 
come rigidity is pleasant for the patient and 
minimizes postoperative nausea, but it has two 
drawbacks, the expense and the necessity for a 
skilled gas anesthetist—the latter being abso- 
lutely imperative unless one is callous to the 
risk involved. In this connection a volume 
might be written regarding the advantages and 
disadvantages of nitrous oxide as an anesthetic. 

While many surgeons have used this agent 
more extensively IT should like to call attention 
to the fact that we have used it more or less 
continuously for ten vears and from this exper- 
ience some rather fixed ideas have been formed. 

On February 15, 1905, Dr. C. K. Teter first 
gave nitrous oxide to a patient of mine and 
before that Dr. Ernest E. Brown had for some 
time given nitrous oxide extensively for Dr. N. 
Stone Scott and occasionally for myself. 

In practically all work outside the abdomen 
it is the anesthetic of choice, a skilled anesthe- 
tist being available, but in the abdomen it has 
some disadvantages as the writer has previously 
pointed out. (Ohio State Medical Journal, 
September, 1912. American Journal of Obste- 
tricians & Disease of Women & Children, Vol. 
LXVIT No. 1). Combined with a small per- 
centage of ether manv of these disadvantages 
are overcome, but nitrous oxide-ether anesthesia 
is not nitrous oxide-oxvgen alone. 

Local anesthesia plus nitrous-oxide was first 
used by the writer December 13, 1906, the 
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method of use being a cocaine, nitrous oxide 
sequence, and this method has been followed 
in many desperate abdominal cases since then. 
The object of this local anesthesia general anes- 
thesia secuence, was to minimize the amount 
of general anesthetic inhaled by shortening the 
period during which general anesthesia was 
necessary should it be needed at all. By this 
method the abdominal incision is made under 
local infiltration alone and either nitrous oxide 
or ether administered when the exploration or 
operation reaches an extremely painful stage. 
No thought has been given to its minimizing 
shock through blocking all the sensory nerves 
from the operative field since if all the sensory 
nerves could be blocked the operation would be 
completed under local anesthesia and a general 
anesthetic would be required only in unmanage- 
able patients. The method is thus not to be 
confused with the anoci-association method of 
Crile, although the writer’s opinion based upon 
his experience with local anesthesia is that total 
abolition of sensation from an abdominal field 
is impossible and that therefore the advantages 
of both methods are due exclusively to the fact 
that the quantity of general anesthetic admin- 
istered is greatly reduced. In this way the 
resisting power of the patient is not lowered 
and his vitality is conserved so that an operation 
which would be extrahazardous if carried out 
and completed under full surgical anesthesia 
is done with less comfort both of patient and 
operator but also with a greatly diminished risk 
to the former. 

Some deductions from the writer’s observa- 
tions not especially brought out in the paper 
are that ether is safe so far as primary mortality 
is concerned in the hands of a fairly competent 
anesthetist if anesthesia is not so prolonged as 
to cause ether poisoning. Patients vary in their 
susceptibility to ether as they do to alcohol and 
poisoning will result in any case provided a 
sufficient amount is given. 

Nitrous oxide as a surgical anesthetic is toler- 
ated for a much longer time than ether, is the 
safest known general anesthetic in the hands 
of an expert, and in the writer’s opinion the 
most dangerous of all general anesthetics when 
given by any other. 

In the presence of pneumonia, bronchitis, 
nephritis, and tuberculosis, or at any time when 
respiratory affections are epidemic, local anes- 
thesia or nitrous oxide should be used rather 
than ether. 


Reverting again to the subject of mortality, 
the question could be taken up from an entirely 
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different standpoint, viz. the known duration of 
the disease before operation was performed. 
Upon this phase much more might be said than 
time will permit, but a few of the more striking 
facts will be given. 


Of the five deaths following operation upon 
the biliary tract every patient had been known 
to have gallbladder disease, not only for months 
but for years, and a positive diagnosis could 
have been made in all but one of them from 
the clinical history alone. Notwithstanding 
this thev had been allowed to drift until dan- 
gerous svmptoms persisted over a long period of 
time before operation was seriously considered. 


Both patients who died after ovariotomy had 
tumors so large that a snap diagnosis could be 
made on inspection, which means that these 
tumors had grown for many months. 


Four of the five patient succumbing after 
operation for pyloric stenosis had had a clear 
cut history of stenosis of many vears duration. 

But one of the four patients who died from 
acute intestinal obstruction was seen within 
forty-eight hours of the onset of characteristic 
symptoms, and but one of the five patients with 
acute appendicitis which were lost was operated 
upon before the constant progress of the dis- 
ease from the bad to worse had convinced both 
patient and attendant that operation was the 
only hope. To be sure many patients recovered 
under similar circumstances, but the significant 
fact remains that all but one that died were 
delayed not hours but days. 

This short summary covers more than one- 
half of all the deaths tabulated and more could 
be cited from the list, but enough has been said 
to demonstrate that delaved operation in certain 
conditions which have a perfectly well known 
tendency toward disaster accounts for a large 
proportion of all the surgical deaths after ab- 
dominal operations. 


An analysis of the facts presented, together 
with others familiar to the writer but too 
long to incorporate in this paper, seems to jus- 
tify the following conclusions regarding surgical 
as distinguished from operative mortality. 

First. There are certain combinations of 
circumstances in which surgery is helpless once 
the whole condition stands revealed. Such 
combinations are found in Nos. 21 and 26, and 
a very small but definite mortality is inevitable 
no matter when operation is done. 


Second. That intercurrent disease like pneu- 
monia, which in the present list is the largest 
single mortality factor, presents a definitely 
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perceptible risk. Whether it is a coincidence, 
the result of the disease for which operation is 
performed, the result of the anesthetic or the 
operation itself is not always clear. 

Third. That explorations are bound to be 
made for conditions usually malignant, that are 
not otherwise diagnosable, and which on explor- 
ation prove to be inoperable; the patient sooner 
or later succumbing to his disease. 

Fourth. That, in spite of all these, delay is 
after all the greatest single cause of surgical 
abdominal mortality. 


As regards operative deaths: 

First. There always will be an occasional 
death from pulmonary embolism and intestinal 
obstruction, bearing in mind that the latter 
condition is far more difficult to diagnose as 
a postoperative complication than as a primary 
disease. 

Second. The death rate from shock should be 
constantly lowered by painstaking care in con- 
trolling hemorrhage, gentle handling of the 
abdominal contents, avoidance of traction on 
mesenteries, simplifying technic, and adjusting 
the duration of the operation to the patient’s 
condition. 

Third. Death from sepsis is not to be appre- 
hended unless the patient is already septic or 
the intestinal tract is opened. Painstaking 
asepsis combined with constant effort to pre- 
serve the vitalitv of the tissues and conserve 
the patient’s general resistance has reduced the 
deaths from sepsis to the vanishing point. 

Fourth. Primary anesthetic deaths should 
be almost unknown since chloroform has been 
banished to oblivion. Local infiltration with 
weak solution of nevocain presents no danger, 
and the novocain-ether or novocain-nitrous 
oxide sequence renders the danger of ether 
poisoning or nitrous oxide asphyxia practically 
nil no matter how desperately ill the patient 
may be. 

It is the writer’s belief that proper selection 
of the anesthetic for the case and proper hand- 
ling of the tissues together with correct deter- 
mination of the amount of operating which the 
patient can safely stand will do more to lessen 
the mortality rate in the hands of the average 
surgeon than any attempt to follow spectacular 
methods under fanciful names which appear like 
a comet, loom large for a time, and are for- 
gotten so soon as the commotion produced by 
their unusual character has had time to subside. 
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PERCENTAGE TABLE. 











Per 
Deaths Cont 
Salpingo-odphorectomy for inflam- 

WOTY CISCNSE . 06. ki kc cccee- 142 0 0 
TUOGE QUEGHAREY «coc ik sc ccccceess 27 0 0 
Ovariotomy for tumor ............ 85 2 2.35 
ere eer ee eee TT ee 7 0 0 
Supra-vaginal hysterectomy for 

benign conditions ............ 92 1 1.00 


Pan-hysterectomy for benign con. 10 1 10.00 
Pan-hysterectomy for malignancy 7 1 14.28 
Suspension, fixation and round 











ligament shortening .......... 125 1 8 
Total classified pelvic operations. .495 6 1.4 
Gall tract operations ............ 86 5 5.81 
Strangulated herfiias ............ 9 0 0 
Other herniotomies .............. § 3 1 1.07 
Operations for acute appendicitis ..170 5 2.94 
Chronic and _ incidental 

appendectomiies: ....4.4666554.. 380 0 00 

738 11 1.49 
Unclassified 127 15 11.81 
Total abdominal operations ....1,360 32 2.35 
TO Dc iicdvie Sins 1,032 32 3.10 
Deaths directly traceable to 

Se eee 1,032 8 .78 
*Deaths directly traceable to 

WIIG nessa cepewenees 1,360 s 59 








*Incorrect method of computing mortality. 





DISCUSSION. 

Dr. C. G. Dartinc: I knew we were going to 
have something good from Dr. Skeel. He lives 
in a town where there is a great deal of competition 
and you may always look for something good from 
the man who has reached the top of his profession 
under such conditions. Above everything else we 
can see by the report which he has given us tonight 
that he is very honest in drawing his conclusions. 

In operations upon children the type and amount 
of anesthetic employed has much to do with the 
mortality. I was struck in reading a paper by Dr. 
Cushing the other day by a statement that in his 
operations upon children two and three days old he 
used chloroform as the anesthetic. That is not so 
peculiar as that they survived. Now, we operate 
on very young children here without any anesthetic, 
for we have found that the danger from the anes- 
thetic is usually greater than the danger from shock 
where an anesthetic is not used. We have learned 
that the highest death rate in children comes from 
the use of the anesthetic or that pulmonary com- 
plications following the anesthetic will cause the 
greatest number of deaths. So we have come to 
regard the anesthetic as a very important factor 
just as Dr. Skeel has pointed out in his paper. 

He mentioned deaths from pneumonia. Etiolog- 
ically these deaths might be classified differently, 
according to whether they came from exposure, 
from lowered temperature or from the irritation of 
the anesthetic. The following points may be con- 
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sidered although they were not mentioned: The care 
of the patient on the table, the heat of the room, the 
exposure of the patient as well as the prolongation 
of the anesthetic. In this Hospital we have been 
very much impressed with this latter danger and have 
tried to cut down the amount of anesthetic employed 
as much as possible, 

I want to compliment Dr. Skeel upon his courage 
in presenting the mortality statistics. Most everyone 
who writes a paper nowadays is more anxious to tell 
of the number of patients who survive and the 
brilliant results obtained. 


Dr. REUBEN Peterson: I know that I voice the 
sentiments of all present when I thank Dr. Skeel 
for the privilege we have had in listening to his 
exceedingly valuable and scientific paper. 

First of all let me say that I am in hearty accord 
with his statement that operative statistics will vary 
according to whether the operator is looking after 
his own or his patients’ interests. I have always 
advocated and tried to practice the elimination of the 
ego in surgery and the keeping in the 
foreground the interests of the patients. I 
have seen operators turn down cases because the 
risks were too great and they were fearful of 
spoiling their records. This is surgical cowardice 
and can not be too strongly condemned. Every 
surgeon dreads a high operative mortality but he 
should never let this stand in the way of saving 
a life, when without surgical interference death is 
inevitable. . 

Recently I have been engaged in a statistical study 
which has a certain bearing upon the work Dr. 
Skeel has outlined for us. During the past ten years 
I have palpated the gall-bladder in 1,066 patients 
when the abdomen has been opened for distinctly 
pelvic lesions. In many cases of abdominal section 
in this and my private clinic, it was impossible to 
palpate the gall-bladder for fear of infecting the 
healthy peritoneum with the products of the disease 
for which the pelvic operations were performed, so 
that these figures do not by any means represent 
all the abdominal work performed during the past 
decade. Gallstones were found in 12.66 per cent. 
of the 1,066 cases. The mortality in the 1,066 cases 
was 3.2 per cent., one-tenth of 1 per cent. more than 
in Dr. Skeel’s 1,032 cases or practically the same 
in the two series. 

I have not had time to group the cases as Dr. 
Skeel has done and perhaps it is just as well for 
I fear that such a grouping would show the super- 
iority of his work over ours. This possibly can be 
explained by the fact that he was the sole operator 
in his series while in my series the work was per- 
formed by myself and quite a number of assistants 
who have during the past ten years oper- 
ated in this Clinic. For this is distinctly a 
teaching hospital and while experience is gained 
at much less cost than in private practice, there is 
no question that a certain proportion of the fatalities 
can be explained in this way. Again this is shown 
by the fact that the mortality in my private clinic 
is only a little over 2 per cent. 

There were two deaths in the fifty-seven cases 
where the gall-stones were removed at the same 
operation where the pelvic lesions were attended to. 
Although at the time it seemed perfectly safe to 
palpate the gall-bladders, subsequent events showed 
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this to be an error in surgical judgment, since both 
patients died of peritonitis, in neither case attribut- 
able to the gall-bladder incisions but to unsuspected 
purulent foci in the tubes. The remaining fifty-five 
patients made good recoveries, which is not to be 
wondered at since uncomplicated gall-bladder surgery 
should not be accompanied by more than a 2 per 
cent. mortality, 

Without an analysis of the 1,066 cases it is im- 
possible to show the many severe cases of surgery 
we have had to deal with in this clinic, but I can 
assure you that the proportion of such cases is very 
large, since the less difficult cases are apt to be 
operated upon at home nowadays. Moreover, these 
statistics include radical abdominal operations for 
carcinoma of the uterus where the primary mortality 
is 20 or 25 per cent. Incidentally it is interesting 
to note that the percentage of gall-stones in the 
carcinoma cases was very high, the calculi being 
present in 19.6 per cent. of the fifty-six carcinoma 
cases in the series. 

In the statistics quoted, there were 1,066 patients; 
not the same number of operations. Had we yielded 
to the temptations referred to by Dr. Skeel in the 
statistics of a certain hospital, we should have had 
a number of thousand operations, since the gynecol- 
ogist endeavors to perform all necessary operations 
at one sitting. 

It is my practice to make use of the posterior 
vaginal incision in pus cases whenever possible. 
A number of the deaths have been due to errors 
of diagnosis when the abdomen has been opened 
in the presence of pus. I also favor the posterior 
vaginal incision in ectopic pregnancy if there be a 
chance of the hemotocele being infected 

We are fortunate in having a competent demon- 
strator of anesthesia connected with our Hospital 
who knows how to administer and teach the admin- 
istration of ether. In a few instances nitrous oxide 
is employed but in the majority of cases ether is 
used. Since this is a teaching hospital we believe a 
student should be taught to give one anesthetic and 
give it well. 

I quite agree with Dr. Skeel that much of the 
mortality in abdominal work is due to delayed opera- 
tions. In the 1,066 cases were many cases where 
death resulted from this cause. There were 103 
sizeable ovarian cysts in our series, some of them 
suppurating from infection following twists of the 
pedicle and many did not come to operation until 
the patients were greatly reduced by sepsis. Severe 
anemia from bleeding fibroids plus delay is a com- 
plication difficult to deal with. 

As Dr, Skeel says one cannot always avoid pulmo- 
nary embolism. Some of the most unexpected and sad- 
dest surgical deaths I have had have been from this 
cause. I do not know how one can absolutely avoid 
such fatalities, although I do believe as _ one’s 
work improves in accuracy and gentleness that this 
complication will be met with less frequently. 

It may be interesting to refer to the statistics from 
the Mayo Clinic, where there is no teaching and 
where every effort is made to evolve the most 
perfect surgical machine. 

In 4,000 operations on the gall-bladder and 
biliary passages there was a mortality of 2.75 per 
cent., a remarkable showing if we take into con- 
sideration that many of these must have been de- 
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layed operations. In 2,165 cases of cholecystostomy 
there was an operative mortality of 1.5 per cent. 
while in 755 cholecystectomies the mortality was 
2.4 per cent. and this mortality was not due to the 
kind of operation on the gall-bladder but to the 
conditions calling for the removal of the gall-blad- 
der In this connection I may say that in all but 
three of the cases in my series the gall-bladder was 
drained. 

Again I want to thank Dr. Skeel for his most 
valuable paper, one of the best we have ever had 
before this society. 


Dr. H. H. Cummincs: I am glad to hear Dr. 
Skeel advise that appendicitis be subjected to opera- 
tion as soon as the diagnosis is made. This attitude 
is coming to the front. Last year among the 
students we had forty frank cases of appendicitis. 
I don’t believe we urged these young men to be 
operated upon. Eight were brought into the Hos- 
pital and operated. We had one fatality. This 
young man was in the Hospital, but left contrary to 
advice, saying he would return in June after he had 
received his master’s degree. He had to be brought 
to the Hospital, however, before obtaining his 
degree, was operated upon and died. This year a med- 
ical student came in with a temperature of 104°. He 
delivered papers about town with this temperature. 
It was impossible to save this young man. In the 
last two days we have had two patients. Both have 
been operated upon and both are doing well. In 
the future we are not going to advise these patients, 
but we are going to bring them in, inasmuch as it 
isn’t necessary this year to discuss the financial 
side of the question. 


Dr. W. A. Hoyt: I am especially interested in 
Dr. Skeel’s remarks concerning the postoperative 
care and treatment of these patients. I am of the 
opinion, however, that our mortality from acute 
appendicitis would not be as low as he has given 
in his series. This I think can be accounted for by 
the fact that we see very few of our patients during 
the early days of their attacks, since a very small 
percentage of our cases of appendicitis come from 
the city of Ann Arbor. On the other hand, the 
majority of them come from a distance and attempts 
have first been made to carry the patient through 
the attack to an interval operation. As a result 
most of these patients are admitted in a bad toxic 
condition with abscess formation which makes the 
prognosis much graver. 


Dr. SEELEY: There is one point Dr. Skeel made 
that I was rather interested in, that is, low mortality 
in cases of pelvic inflammatory disease. It is a 
well known fact that in most gynecologic cases as 
far as the activity of the infection is concerned, you 
can depend very well. upon the temperature, leuco- 
cytosis and the palpatory findings. However, there 
is one class of cases in which we have found that 
you cannot always depend upon this, i. e. patients 
who come for operation after infection following 
either full term delivery or miscarriage. They are 
usually cases of streptococcic infection. In our 
cases of acute peritonitis our deaths have come in 
cases where we had no leucocytosis, no temperature, 
nothing active so far as we could determine, and yet, 
after operation when the pathologic report came in, 
we would get the report of an active focus of micro- 
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organisms present with no pus, simply active bac- 
teria. Personally, I do not see how a surgeon can 
guard against this. If there be pus we can drain. 
If there be no pus, no temperature, no leucocytosis, 
there is no indication for this. 

Another point that struck me as being rather 
uncommon is that Dr. Skeel makes no mention of 
poisoning from acetonemia. In a large number of 
cases we have found that acetone is more frequently 
found after operations than is usually thought, and 
I firmly believe that a large number of cases of 
persistent vomiting which heretofore have not been 
diagnosed are due to this condition. We have found 
that administration of sodium bicarbonate by mouth 
or by rectum immediately relieves this condition. 
In my recollection we have had two fatal deaths 
from autonemia, both of these showing the typical 
findings postmortem. 

Dr. SkEEL: I fear that I did not appreciate how 
fortunate I have been until Dr. Peterson explained 
the character of the cases with which he has had to 
deal. I am certain the type of cases in this Hos- 
pital is quite different from that which one finds 
in the average non-teaching, semi-public institution. 

The data which I have given do not include my 
teaching service in the Cleveland City Hospital, a 
service which I discontinued a year ago, although 
I had the good fortune to have lost no patients dur- 
ing a service of several years there. It should be 
explained, however, that this service was purely 
gynecologic and very light. In any municipal or 
state hospital, however, there are more alcoholics 
and drug habitues, more patients who have been 
overworked and underfed. 

Reference has been made to the statistics of the 
Mayo clinic. It should be remembered that this 
clinic is in a small town and has few either of the 
overworked, underfed, or other victims of abject 
poverty, neither does it handle many of the acute 
cases, acute intestinal obstruction for example, 
which contributes so largely to the mortality of 
those whose material is drawn from a large city. 

Mayo’s manner of compiling statistics is fair, 
however, in that he includes all patients dying in 
the hospital, although they remain in that institu- 
tion a short time only and it may be assumed that 
the malignant cases which are found inoperable on 
exploration are out of the hospital before death 
overtakes them. 

Referring to Dr. Darling’s remarks, I am again 
fortunate in having but few children to contend with. 
I believe there is not a death under the age of 
twenty in the list presented. This alone shows that 
I operate upon few children, in fact our pediatrist 
has the greater part of the children’s service and 
therefore one great source of operative mortality, 
i. e. immaturity of the patients, is not shown in my 
figures. Postoperative pneumonia has disturbed me 
more than any other one complication. Postopera- 
tive shock is unimportant in routine abdominal sur- 
gery in comparison to pneumonia. In its production 
the first thing likely to be thought of is chilling of 
the patient and in that respect an experience of my 
own shows how an error may occur without the 
surgeon being himself aware of it. 

At a time when respiratory infections seemed to 
be almost epidemic, we had a chief nurse with some 
opinions of her own regarding the matter of proper 
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clothing for the patients. It was noticeable that 
persons developing bronchitis and pneumonia were 
not confined to one ward or even one division but 
were scattered all over the house. As the epidemic 
continued less ether and more nitrous oxide was 
used, but without any abeyance in the number of 
respiratory tract infections. Purely by accident it 
was observed that all patients sent in for operation 
were treated alike in that they were deprived of all 
their usual clothing, given a bath, equipped with a 
light surgical jacket and put to bed without their 
underclothes: whereas many of the foreigners, Ital- 
ians, Bohemians, Germans, etc. had been accustomed 
to sleeping not only in their underclothes but otten 
with more clothing than they wore by day. After 
this every patient was asked as to his night clothing 
and if he were in the habit of sleeping in under- 
clothes he was not deprived of them on the night 
preceding operation. I am unable to say whether 
or not it was a coincidence but the pneumonia ceased 
simultaneously with the cessation of an effort to 
teach personal hygiene at the expense of life long 
habits. 

At the same time we changed the method of 
abdominal preparation using iodine after the patient 
was on the table, instead of scrubbing, alcohol and 
Harrington’s solution, thinking the latter wet the 
patient too much, but we soon reverted to our old 
plan after the occurrence of two or three cases 
of severe dermatitis. 

I can hardly agree with Dr, Peterson that teaching 
itself has much influence upon mortality as we also 
have a rotation of service and are obliged to give 
our assistants and internes some instruction in order 
to keep them. As I said in the body of the paper 
every new surgical assistant means one or two infec- 
tions of the abdominal wound in clean appendec- 
tomies owing to poor management of the stump. 

I am inclined to believe, however, that any ap- 
preciable difference between Dr. Peterson’s mortality 
and my own is due to the type of cases submitted 
to him for operation together with the notorious and 
lamentable fact that state and municipal institutions 
are rarely so well or so adequately equipped as the 
semipublic and private hospitals. 

I feel that any teacher can be sufficiently rigid, 
ugly if you like, with his assistants to check any 
break in their aseptic technic within a very few days. 
I know that when I was taking my first surgical 
training under Dr. de Nancréde I rarely made the 
same mistake twice else, figuratively speaking, my 
head would have come off and violently at that. 

As to the mortality in gall-bladder surgery: this 
series is too short to mean anything and in a long 
series of cases I have no way of knowing whether 
the mortality would be 1 per cent. or 10. This is 
proven by the statistics of Dr. John F. Erdman of 
New York and his statements are reliable. In four 
years he operated upon 270 patients with a total 
mortality of 4+ per cent. but in one year he had 
forty-three operations without a death, the next 
fifty-four with four deaths, the next sixty-three with 
no deaths, again seventy-eight with six deaths, and 
in three months in 1914, twenty-six with three deaths. 
(American Journal of Obstetrics, November, 1914.) 

Hans Keler in his monumental work on the sur- 
gery of the biliary tract classifies his cases as simple 
gallstones, moderately complicated, and those with 
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bos-artig complications. In the first the mortality 
is in the neighborhood of 1 per cent., in the second 
it runs much higher, and in the third 20 to 40 per 
cent. of deaths is not unusual. 

The question of the re-formation of gall-stones is 
a serious one. It is claimed by some that so-called 
recurrence is practically always due to overlooked 
stones In one case of my own small stones were 
discharged daily for two weeks after a cholecys- 
tostomy in which I know the gall-bladder was com- 
pletely evacuated at the operation. In another in- 
stance I removed several stones from the stump of 
the cystic duct two years after a cholecystectomy. 
In still another a cholecystectomy was followed with- 
in six months not only by all the old symptoms, but 
also by jaundice which had heretofore been absent. 
I am sure an occasional common duct stone is over- 
looked and it seems to me to be quite impossible 
to avoid leaving some very small stones in the 
gall-bladder and cystic duct unless cholecystectomy 
is made the routine operation. That stones in the 
hepatic duct may be present and can neither be seen 
nor felt is obvious, so that whether stones re-form 
or are overlooked is still an open question. Of 
one thing I am convinced, that gallstones are often 
formed elsewhere than in the gall-bladder and that 
symptoms may recur after the most thorough opera- 
tion. | always approach an operation upon the 
biliary tract with a certain degree of timidity both 
as regards the immediate outcome and the ultimate 
symptomatic cure. 

In answer to Dr. Loree, I would say that pros- 
tatectomies and operations upon the bladder and 
kidneys are not tabulated because the paper is lim- 
ited to operations which invade the peritoneal cavity. 

Some questions were asked regarding appendicitis 
and the unexpected deaths which take place in pa- 
tients operated upon after having been ill three or 
four days. It is precisely im such cases that I 
advocate and have used for nine years the local 
anesthesia general anesthesia sequence, believing that 
many of them die from the poisonous effect of ether 
given to the stage of general narcosis and maintained 
at that stage for a considerable period of time. The 
local anesthesia should be cocaine or one of its 
congeners, never quinine and urea, and if a large 
abscess is encountered with the patient in bad con- 
dition the operation may cease with its evacuation. 
On the contrary if the patient’s conditions is fair 
and the appendix readily found a few whiffs of 
nitrous oxide or ether may be sufficient to enable 
one to do a complete operation with removal of the 
appendix. The patient is not deeply anesthetized 
although only too willing to go to sleep and the 
quantity of general anesthetic used is very small. 
Thus one does not have to fear the toxemia of 
infection plus the toxic effect of ether. 

It is to be noticed that none of the acute appen- 
dicitis deaths were due to peritonitis. During the 
time covered by this report two patients died follow- 
ing operation for acute appendicitis in other insti- 
tutions and neither of these died from peritonitis. 
I certainly do not believe any patient should die 
from peritonitis following operation for appendicitis 
unless peritonitis were present before operation, and 
very few even then. Postoperative peritonitis fol- 
lowing operation for appendicular abscess can be 
avoided by thoroughly walling off the infected area 
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and if the abscess is huge and not adherent to the 
abdominal wall, by leaving the gauze in place for 
from seven to ten days. 

What we really fear is acute general sepsis and 
postoperative pneumonia following lymphatic in- 
volvement in retrocecal appendicular abscess. 

One gentleman raised a question as to the etiology 
of the fatal peritonitis in some salpingo-odphorec- 
tomies, the tubes and ovaries containing no pus at 
the time of operation, the operation having been 
done for the late results of puerperal infection and 
after the subsidence of all acute symptoms. In one 
of these streptococci were found in the specimens 
removed. - 

Dr. Hunter Robb of Cleveland made a somewhat 
similar observation some years ago, and there is of 
course the best of authority for his belief that a 
walled-off focus of infection, giving rise to no 
symptoms, was responsible for the catastrophe. 
Nevertheless, I can hardly believe that so virulent 
a peritonitis as has been described could be due to 
a previously quiescent streptococci infection, and 
it seems to me to be much more probable that the 
fatal infection was introduced at the time of opera- 
tion either from without or else through injury to 
the intestinal tract during the separation of ad- 
hesions. Certainly in no other portion of the body 
do we assume the presence of live virulent strep- 
tococci without tangible symptoms unless it be on 
mucous surfaces and the mucous surface of the 
tubes is in direct contact with unprotected peri- 
toneum. 

The question of persistent nausea and vomiting 
from acidosis was raised at the same time. We have 
little trouble with persistent vomiting except fol- 
lowing gall tract operations and I have, perhaps 
wrongly, attributed this to the handling, packing, 
drainage, etc. An explanation of the absence of 
this symptom of acidosis may be the fact that we 
routinely use a great deal of sodium bicarbonate. 
So many abdominal cases complain of “heartburn” 
and “gas in the stomach” both of which seem to be 
relieved by this simple remedy, that I imagine that 
three-fourths or even more of them receive it on 
the second or third day after operation. 

I think this covers all the questions asked, but 
T should like to record my conviction that any great 
difference in the mortality rate is not to be found 
among surgeons who are doing careful work except- 
ing such as may be due to the character of the 
cases upon which they are operating. 

One of the principal things which I desired to 
bring out was the actual source of our surgical 
deaths, and also to show that under present condi- 
tions most of them are unavoidable and but few are 
true operative deaths. 

Incidentally the tabulation of “operative deaths” 
and “surgical deaths” reveals the truth in the much 
quoted statement that “there are lies, d—d lies and 
statistics.” Bearing on this I could present 1,360 
operations with but .59 per cent. operative deaths 
and be perfectly truthful, but on the other hand 
there were 1,032 patients actually operated upon of 
whom thirty-two died for one reason or another 
before leaving the hospital, thus giving a hospital 
mortality for my own abdominal patients of 3.1 
per cent. This discrepancy justifies us in making 
every man who presents a startlingly low mortality 
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rate to publish simultaneously the basis upon which 
his mortality is estimated and state for our consi- 


deration just what he considers to be a surgical 
death. 





A CASE OF CONVULSIONS IN A NEW- 
BORN BABY. 


ALBERT H. BEIFELD, M.D. 


Instructor in Pediatrics, University of Michigan. 


This case, which occurred in the service of 
Dr. Peterson, is reported because of the rather 
misleading nature of the symptoms which led 
to a false diagnosis. 

The family history is negative except for the 
fact that the baby was born out of wedlock. 
In the birth history the facts that the so-called 
“twilight sleep” anesthesia was used, and that 
the membranes were ruptured by the physician 
and that meconium was found in the amniotic 
fiuid are noted. The labor was of short duration 
for a primipara and was normal in mechanism. 

There was the usual degree of asphyxia en- 
countered in cases where this anesthetic is used, 
but twenty-four hours after birth the respira- 
tion rate rose to 90 per minute and took on a 
Cheyvne-Stoke’s character. The infant was 
drowsy but not distinctly stuporous. Some 
hours afterward while the patient was under 
observation, it was seen to slowly turn onto the 
left side and a convulsion lasting a half minute, 
involving the left half of the body exclusively 
took place. That night thirty-six hours after 
birth, the child uttered a shrill ery and was 
found by the nurse to be in a position of exag- 
gerated opisthotonos. 

Examination of the child made when the 
dyspnea was the only symptom showed a prema- 
ture ossification of the cranium involving the 
frontal and parietal bones to such an extent 
that the anterior fontanelle measured but slight- 
ly more than a centimeter in diameter. No bulg- 
ing was made out. The lungs showed an unusual 
number of moist rales at the left base posterior- 
ly. No other pathologic conditions other than 
the drowsiness and the dyspnea were noted. The 
examination of the placenta and of the blood 
of both mother and child were negative for 
syphilis. 

From these svmptoms and the course of the 
disease it seemed justifiable to assume that a 
condition of cerebral irritation existed and in 
view of. the convulsion so clearly localized, a 
diagnosis of right sided meningeal hemorrhage 
was made. A lumbar puncture made the next 
afternoon failed to bring fluid of any kind to 
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the syringe. Against hemorrhage was the fact 
that this puncture failed and that there was no 
bulging of the fontanelle. This latter, however, 
may have been due to the fact that the small 
size of the fontanelle masked or prevented 
bulging. In the differential diagnosis syphilis 
and asphyxia were to be considered. The former 
was ruled out by the history and negative blood 
findings. The character of the symptoms made 
it seem possible to rule out asphyxia. 

Exploratory operation was accordingly sug- 
gested and the right motor cortex was exposed 
by Dr. Darling. No evidence of bleeding was 
found. Death occurred twenty-four hours after 
the operation. 

At autopsy the chief findings were hemor- 
rhages situated in the pial covering of the base 
of the left lobe of the cerebellum (not involving 
the cortex) and in the pericardium and the 
pleurae. Atelectasis was found in the bases of 
the lungs, especially on the left side where signs 
of beginning pneumonia were made. The small 
size of the anterior fontanelle was found to be 
due to actual premature ossification and not to 
an over riding of the parietal bones. From 
these characteristic findings a diagnosis of 
asphyxia neonatorum was easily made. 

In view of the complicating factors in the 
case it is impossible to make a definite diagnosis. 
The fact of the convulsion makes it probable 
that an abnormal degree of intercranial pres- 
sure existed. On the other hand, the fact that 
scopolamine-morphine anesthesia was used 
might have a bearing on the case, acting as an 
accessory influence in increasing the asphyxia. 


DISCUSSION. 


Dr. REUBEN PETERSON: I have been so busy lately 
with hospital executive work that I did not have an 
opportunity of investigating personally the case re- 
ported by Dr. Beifeld. The case is interesting be- 
cause the fetal death occurred when the morphine- 
scopolamine anesthesia was employed and naturally 
leads to the inquiry of whether this particular ob- 
stetric anesthesia can have had anything to do with 
the fetal death. We have only to look back over our 
obstetric experiences to be convinced of the fact 
that not infrequently newly born children died of 
asphyxia. So in this case, because the death occurred 
after the use of scopolamine, we are bound to 
consider the possible relation between the asphyxia 
and the use of the drug, although it does not neces- 
sarily follow that one was due to the other. 

Some years ago we used scopolamine in the mater- 
nity clinic but the results were not satisfactory, 
largely I believe because our method of administra- 
tion was faulty. Hence I have decided upon a more 
careful and extensive use of twilight sleep in the 
maternity clinic with the determination of reporting 
results honestly whether they be good or bad. For 
this reason I cheerfully gave my consent to have 
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this case reported and discussed this evening. I 
think it can not be emphasized too emphatically 
that above everything else the reports regarding a 
new treatment should be absolutely honest. It is so 
easy to give undue prominence to the good results 
and forget or minimize the failures. We see this 
tendency in certain clinics here and abroad and such 
methods, after all, do not fool observers who are 
very keen when they attend the clinics for the 
purpose of learning the true facts in the case. 

Last summer I had an opportunity of spending a 
short time at Kroenig’s clinic at Freiburg. While 
I was unable personally to spend the time necessary 
to judge of the value of the twilight sleep method, 
I was able to discuss the question with quite a 
number of physicians who had spent considerable 
time at the clinic These doctors said there was 
absolutely no question as to the effect of the scopo- 
lamine anesthesia upon the mother. In almost all 
the cases there was analgesia, a decided lessening of 
the pains of labor. In a considerable proportion 
of the cases amnesia or a failure to remember the 
labor pains was present. These two results were 
accomplished without any particular danger to the 
mother, so far as the physicians were able to judge. 
However, most of the observers were somewhat 
doubtful about the effects of the anesthesia upon 
the child and just a little skeptical about the reported 
results so far as the child was concerned. A far 
better impression could have been created by discuss- 
ing every fetal death very freely just as is being 
done in this case. If the method is not safe for the 
baby not many women want to risk it even if it 
makes them more comfortable. We are trying to be 
conservative in the selection of cases where the drugs 
are to be employed. The cases are being studied 
most carefully and the most copious notes taken. 
At least we can promise that future reports will be 
without bias and as honest as they can be made. 


Dr. F. M. Loomis: The chief interest in this case 
for our department is its relation to scopolamine 
anesthesia. Referring to Dr. Beifeld’s outline, the 
delivery was neither difficult nor were instruments 
used; the baby was not premature; the Wassermann 
was negative; there were few pulmonary signs until 
after the operation when the baby was forced to 
lie upon its side; there is no history of alcohol, 
tuberculosis, drugs or syphilis; there was however, 
a definite malformation of the skull, the fontanelles 
being entirely closed. 

I saw this patient first at three o’clock in the 
morning. The pains were regular, occurring every 
three or four minutes. At 3:20 a. m. she had mor- 
phine sulphate gr. one fourth and scopolamine gr. 
1/160. This had only a quieting effect. Pains con- 
tinued with exactly the same strength, and the labor 
went on normally. An hour later the patient re- 
ceived scopolamine gr. 1/160. Shortly after this the 
membranes ruptured and the amniotic fluid was seen 
to be stained with meconium. All this time the fetal 
heart was absolutely unimpaired. There was no appar- 
ent effect of the drug except rather marked analgesia, 
the patient being very quiet but using her pains well, 
until thirty or forty minutes later when slight mental 
confusion and amnesia appeared. There was still 
no disturbance of the fetal heart rate. Delivery was 
uneventful. When the baby was born it was slightly 
blue, went through the usual oscillation of heart 
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rate characteristic of scopolamine anesthesia, recov- 
ered and went up to the ward like other babies except 
that it was a little more cyanotic. If scopolamine 
played any part whatever in the outcome of the case, 
we are most anxious to place the blame where it 
belongs, but I am not at all convinced that we can 
justly ascribe this condition to the drug. The baby 
was definitely defective in that it had a malformed 
skull, and even the most ardent critics can scarcely 
ascribe closed fontanelles to scopolamine. We have 
now had about twenty cases of so-called twilight 
sleep, and are not yet ready to express a definite 
opinion of its value. We are using it conservatively 
and are watching our cases closely. The mother 
of this child is in excellent condition, had no post- 
partum complications, showed none of the usual 
exhaustion after labor, and has only a hazy memory 
of the entire process. 


Dr. C. G. Dartinc: On account of my peculiar 
relation to this case I would like to discuss it, that 
is, the operative procedure. Evidently we are on 
the wrong track entirely about operations on these 
patients unless, as Dr, Beifeld suggests, we wish to 
terminate the existence of objectionable patients. 
The best paper that I have seen on this subject, in 
fact the only paper I have seen on the surgical 
aspect, is one written by Cushing in 1905; and while 
some of his cases were successful, he speaks of these 
successes with regret, since the patients survived the 
operations. In many cases we have to replace a 
small hemorrhage with a large operation and the 
results are not particularly good. 

While sitting here another phase of this question 
came to my mind which should be considered very 
carefully, and that is in relation to “twilight sleep.” 
We find that “twilight sleep” is not all, because we 
have injected into society the subject of eugenics, 
and if we have eugenics applied and the mother 
goes on and produces a perfect child and this per- 
fection is all knocked out by such careful work in 
obstetrics, what is the use? The only way then to 
terminate any labor with sure success is by Cesarean 
section. 


Dr. A. H. BerreLp: It is well known of course 
that asphyxia neonatorum has existed long before 
the use of scopolamine morphine anesthesia, so one 
must be cautious in attributing such conditions to the 
use of this anesthetic. Asphyxia as such is a rather 
grave condition in babies and has a very high 
mortality. One might at first say that anything 
which tends to increase this asphyxia would have 
still more marked effect upon infant mortality. I 
think that only time and further observation will 
answer this question As to the question of the 
role played in the asphyxiation by the frontal bones 
of this patient, one might assume that if fontanelles 
act as “safety valves” for the brain in the passage 
of the head through the birth canal, the absence 
of such an opening due to premature ossification 
may have been one of the causes of the increased 
intracranial pressure with the resulting serious ef- 
fects observed. 
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DEMONSTRATION OF TWO PATIENTS, 
ONE A CASE OF EXFOLIATIVE DER- 
MATITIS AND THE OTHER A 
CASE OF GRANULOMA 
KUNGOIDES SHOWING 
THE RESULTS OF 
TREATMENT. 

Upo J. Wine, M.D. 

(From the Clinic of Dermatology and Syphilology.) 

I wish to present two patients who have been 
shown before, but are of interest now because 
of very marked changes in their conditions. In 
the first one the condition was very much worse 
than you see today. He was covered not only 
with this remarkable color but with a dense mass 
of scales. The present condition is the result of 
immersion in water for over 120 hours, followed 
by the application of powder, as advocated by 
Professor White of Boston. Treatment consists 
in allowing the patient to lie completely covered 
with starch, bismuth or ordinary talcum, the 
idea being that there is simply a mechanical 
factor working to life off the scales. That 
occurred in the most astonishing fashion in this 
ease. We placed him in the powder bed with 
the result that he began to exfoliate pieces of 
epidermis from various parts of his body. I 
have here a box that was collected in one or 
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two days, many large casts of skin, as you can 
see. With this rapid exfoliation in large scales 
the small scaling has ceased. It is interesting 
to note that his nails are about to shed and 
there is evidently a healthy nail coming in place 
of the diseased one. 

The second case which I desire to demonstrate 
is one in which the differential diagnosis was 
extremely difficult. A case of granuloma fun- 
goides in which we seriously considered the pos- 
sibility of the patient’s having a sarcoma. At 
the time that the patient was shown, amputation 
was suggested by some one in the audience. 
There is no question as to the inadvisability of 
such a measure. The very rapid involution of 
these lesions and the disappearance of the 
tumors has proven conclusively the correctness 
of the diagnosis of granuloma fungoides. 


I should like to say that Dr. Van Zwaluwen- 
burg has kindly co-operated in the treatment of 
this case and without his treatment we could not 
have had this result. This woman has had four 
massive rays with almost complete disappear- 
ance of the tumor masses. She now walks 
around with perfect freedom. . Previously she 
could not walk at all. The soles of the feet 
were entirely covered with tumors. There are 
still some small lesions on the foot. 








Keller's Tuberculin Test Plate—This appears to 
be an attempt to exploit the Moro tuberculin oint- 
ment. The test does not discriminate between active 
and latent tuberculosis. As most adult persons have 
experienced tubercular infection at some time in 
life, a large majority of persons will respond posi- 
tively to the test (Jour. A.M.A., Dec. 19, 1914, p. 
2250). 


Gastrogen Tablets—These tablets, recommended 
by the Bristol-Myers Co., New York, to be used in 
connection with its other nostrum, sal hepatica, are 
said to contain pepsin, calcium carbonate, calcium 
phosphate and “aromatics.” As patients who need 
an antacid do not need pepsin and vice versa the 
preparation is unscientific and the therapeutic claims 
made for it unwarranted. Gastrogen tablets were 
refused recognition by the Council on Pharmacy and 
Chemistry (Jour. A.M.A., Dec, 12, 1914, p. 2149). 


Todotone-—Eimer & Amend, who market iodotone, 
state that is is a glycerin solution of hydrogen iodide, 
containing 1 gr. iodin to each fluidram. While iodine 
must act like ordinary iodides and while nearly one 
ounce of glycerin must be swallowed to obtain the 
equivalent of 10 gr. potassium iodide, the unwar- 
ranted claims are made that iodotone is superior to 
iodides. Because of misleading claims and because 
the name iodotone is likely to suggest its use as a 
general tonic, iodotone was refused recognition by 
the Council on Pharmacy and Chemistry (Jour. 
A.M.A., Dec. 12, 1914, p. 2149). 


Nourry Wine—tThis wine, sold by E. Fougera & 
Co., is said to contain 12 per cent. alcohol and 1% 
gr, iodin to the fluidounce in combination with tan- 
nin. Examination in the A.M.A. Chemical Labor- 
atory showed that its action would be that of ordi- 
nary iodid and that the non-production of iodism 
is due to the small amount of iodin it contains. 
Claims are made which are prone to lead to its use 
both by the profession and the public in conditions 
in which effective medication is called for. The 
Council on Pharmacy and Chemistry refused recog- 
nition to nourry wine (Jour. A.M.A., Dec. 12, 1914, 
p. 2150). 

Cypridol Capsules—Cypridol capsules, sold by E. 
Fougera & Co., New York, are stated to contain mer- 
curic iodide dissolved in oil. The Council on Phar- 
macy and Chemistry refused recognition to cyprido! 
capusules because they were sold under unwarranted 
therapeutic claims and because they were marketed 
in a way to appeal to the public. If the capsules 
are once prescribed the directions on the bottle 
and the full instructions for the treatment of 
syphilis which accompanies the bottle is likely to 
lead the patient to attempt to treat this malady on 
his own accord and thus probably forfeit his chances 
of a cure. Physicians who want to use a «olution 
vf mercuric iodide in oil, should have their phar- 
meacist prepare it for them (Jour. A.M A. Dec. 19, 
1914, p. 2247), 
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Editorials 





PUBLIC HEALTH INSPECTION 
DISTRICTS. 






The following is a copy of the bill that has 
been introduced in the legislature. It is similar 
in character to the Amberson bill, defeated in 
the last legislature solely on account of public 
indifference to the question of public health. 

The sanitary and public health work that 
has been done in Panama and which reduced a 
high tropical death rate to a point below that of 
any American city demonstrated that there is 
no further need to debate the statement that 
public health is purchasable. Cleanliness, sani- 
tation, early diagnosis, isolation, efficient care 
and. education of the public are the requisites 
for a lowered death rate in Michigan. The time 
is at hand when legislation to that end must 
be agitated to a successful enactment. Our 
profession should become universally active in 
the present campaign. 

The expense and cost bogy will undoubtedly 
be raised by the opposition. Incontrovertible 
evidence is at hand to demonstrate that the 
enactment of the above bill, in a year or two, 
will be the actual means of saving money for 
the tax payers. Counties which now spend 
thousands of dollars supporting poor folks who 
are made dependent by reason of illness due to 
preventable disease will save these thousands of 
dollars by investing in the few hundred dollars 
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requisite to defray the expenses of preventive 
measures which this bill provides. 

Every physician is urged to interview their 
senator and representative and secure his prom- 
ise to support this legislation. Then arouse a 
like interest in other individuals and add their 
activity in the campaign. 

Knowing as we do that trained sanitarians 
can go into any community and prevent disease 
when the laws of sanitation are applied to that 
community’s drainage, sewage, water supply, 
poor districts, streets, housing, public buildings, 
contagious and infectious disease problems and 
thus add to the community’s happiness, wealth 
and all those things that make hfe worth living 
—knowing this as we do, we should be able 
to convince the public at large and the legisla- 
ture of the urgent necessity of the enactment of 
this law by our present legislature. 

There is no more important question than 
that of public health. There is no more im- 
portant movement than the present whereby we 
may vouchsafe to the people of Michigan this 
inestimable resource. It is our bounden duty 
to become aggressively active in the campaign 
that has been instituted for the securance of 
District Supervisors of Public Health. 


A Bill to co-ordinate the Health Service of 
the State: to provide for the creation of Health 
Inspection Districts; the appointment of Dis- 
trict Health Commissioners; to prescribe their 
powers, duties and compensation; and to pre- 
scribe punishment for violations of the provi- 
sions of this act, and authorizing the payments 
of necessary funds to carry out the provisions 
of this act. 


Sec. 1—The State Board of Health is hereby 
given the authority and it shall be their duty to 
establish not more than thirty districts within the 
State of Michigan to be known as Public Health 
Inspection Districts. In creating such _ districts, 
county lines shall be observed and the districts shall 
be composed of contiguous counties so far as pos- 
sible. 


Sec. 2.—In every such district there shall be ap- 
pointed a Health Commissioner to be known by the 
title of District Health Commissioner, who shall 
hold office for the term of four (4) years com- 
ment WHR GH. isis day of 
sia gue nie S Wamea een Saree 1915. Such commissioners 
shall be appointed from a list approved and furnish- 
ed by the State Board of Health in the manner here- 
inafter provided. For the purpose of appointment 
of all such Commissioners, there shall be in each 
district, an appointing board to consist of the Judges 
of Probate and the County School Commissioners 
of the several counties embraced within such dis- 
trict, whose duty it shall be to meet at the county 
seat of the county having the largest population in 
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such district at a time and place to be fixed by the 
State Board of Health and to remain in session until 
an appointment of a District Health Commissioner 
shall be agreed upon and made. The said board 
shall notify the appointee of his appointment and 
shall also forward evidence of such appointment to 
the Secretary of State. The actual and necessary 
expenses of the members of such boards shall be 
paid out of the general fund of the state, when ap- 
proved by the State Board of Auditors. The State 
Board of Health shall establish and furnish a list 
of eligible persons for appointment as such District 
Health Commissioners in the following manner: 
The State Board of Health shall at least once in a 
year, hold an examination in hygiene and sanitary 
science at the city of Lansing, under rules to be 
fixed and published by said board. Any person 
having the qualifications herein prescribed shall be 
entitled to take such examination. No one shall be 
so examined except a regularly licensed physician 
holding a license in this state, able-bodied, temperate, 
not addicted to the use of habit-forming drugs, and 
being of a good moral character. The state board 
of health shall fix a date between the first day of 
October and the first day of November of each 
year for the holding of such examination and may 
prescribe certain text books, health reports and 
health laws of the state as the basis for examina- 
tions. The board shall prescribe and fix a certain 
standard percentage for passing such examination 
and shall grade those who pass according to the 
efficiency shown on such examination. Provided, 
that each person applying for examination shall pay 
in advance to the secretary of said board the sum 
of ten dollars as an examination fee. All such fees 
shall be covered into the general fund of the state. 
Residence in this state shall not be required for 
either examination or appointment. Each person 
passing such examination shall be entitled to a 
certificate under the seal of the state board of health 
which shall be conclusive of the facts stated therein 
as to such examination and qualifications. The 
secretary of said board shall, as soon as the results 
of any examination have been arrived at, file a copy 
thereof with the secretary of state, showing the 
persons who have passed, and shall, at the same time, 
send by mail a complete list of those who have 
passed to each Judge of Probate and County School 
Commissioner in the state. 


Sec. 3—The various appointing boards herein 
authorized and designated shall meet on the first 
Tuesday in December, A.D., 1915 and every four 
years thereafter to perform the duties herein pre- 
scribed. They shall at such meeting, select from the 
list of eligible candidates who have passed any of 
the examinations herein provided for, and appoint a 
health commissioner for the district over which 
jurisdiction is conferred upon them. In case a 
vacancy arises in such office before the expiration of 
the term, the appointing board for such district 
shall meet within five days thereafter on the call of 
the secretary of the state board of heath, and shall 
fill such vacancy in the same manner as is herein 
prescribed for regular appointments. Any person 
so appointed to fill a vacancy will hold office for the 
remainder of the term, and until his successor is 
appointed and qualified. Each health commissioner 
appointed shall file his acceptance and his constitu- 
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tional oath of office with the secretary of state. 
Each commissioner shall be required to give a surety 
bond in the penal sum of one thousand dollars, 
conditioned for the faithful performance of his 
duties, which bond shall be filed with the secretary 
of state. Such acceptance, oath of office and bond 
shall be filed and approved by the secretary of state 
within ten days after such appointment shall have 
been made, and a certificate of appointment and 
qualification shall thereupon be issued by the sec- 


retary of state to such appointee, under the seal of 
the state, 


Sec. 4.—Each health commissioner shall give his 
entire time to the duties of his office and shall not 
engage in private medical practice, nor actively in 
any other line of business. They shall possess the 
statutory powers of a constable within the district 
for which appointed in all matters pertaining to 
public health and in the enforcement of the health 
laws. They are hereby declared to be officers of 
the state, and agents of the state board of health, 
and may be removed for malfeasance, misfeasance 
or nonfeasance in office or for incompetency, by the 
governor of the state, upon the complaint of any 
citizen of the state, and in the same manner as other 
officers of the state who may be removed by the 
governor. 


Sec. 5.—Each district health commissioner shall 
receive an annual salary of thirty-five hundred dol- 
lars to be paid out of the general fund of the state 
in the same manner as other salaries are paid upon 
vouchers to be approved by the secretary of the 
state board of health. They shall also receive their 
actual and necessary expenses of travel, office main- 
tenance, clerk hire, and of such duties as are imposed 
upon them by this act. They shall maintain a public 
office and a residence at a place within their respec- 
tive districts, as designated by the board of health. 
Provided, that such expenses shall not exceed in the 
aggregate for any one district the sum of one 
thousand dollars for any one year. Provided, how- 
ever, that in cases of epidemics of diseases within 
the jurisdiction of the state board of health such 
sum may be increased upon the recommendation and 
certificate of the state board of health. All expense 
accounts of such district health commissioners shall 
be submitted to the secretary of the state board of 
health for approval, and allowed by the state board 
of auditors. Such claims shall be paid out of the 
general fund of the state. 


Sec. 6.—Whenever the office of such health com- 
missioner shall be located in a county seat, it shall 
be the duty of the board of supervisors of such 
county to provide suitable quarters, free of charge, 
for such commissioner. The state shall furnish any 
special furnishings and equipment necessary for the 
proper administration of the office out of the general 
fund of the state, and as recommended by the state 
board of health. 


Sec. 7—It shall be the duty of the health com- 
missioners to be vigilant in the work of disease 
prevention and the conservation of the public health, 
and to enforce all health laws of the state and 
health ordinances of their respective localities, to- 
gether with all the rules and orders of the state 
board of health, and the local boards of health; 
to collect and report to the state board of health 








morbidity statistics and to make a monthly report 
of the work done by them in narrative form to the 
state board of health, and in such tabular form as 
may be prescribed by the state board of health. 
Copies of such reports shall be retained by each 
commissioner, in permanent record books. They 
shall make such sanitary inspections and surveys 
of the district as may be required from time to 
time by the state board of health or by resolution 
of the board of supervisors of each county. They 
are hereby authorized and invested with the power to 
enter upon and inspect private property at proper 
times in regard to the possible presence, sources or 
cause of disease, to establish quarantine, and in 
connection therewith to order whatever is reasonable 
and necessary for the prevention and suppression 
of disease; to close schools, churches, theaters, or 
any place of public assemblage; to forbid public 
gatherings in order to prevent or stay epidemics; to 
collect statistics concerning insanity, feeble-minded- 
ness, tuberculosis and other infectious diseases; to 
inspect slaughter houses and markets of all kinds 
where food is sold. They shall inspect at least once 
each six months and make a sanitary survey of the 
publicly owned buildings and institutions within their 
respective jurisdictions and shall keep a report there- 
on as part of the records of their office. They may 
inspect any school buildings or grounds within their 
jurisdiction as to sanitary conditions and shall have 
power to close any school when the sanitary condi- 
tions are such as to endanger or imperil the health 
or life of the pupils attending same. They shall 
include in their monthly report all such sanitary in- 
spections to the state board of health. They shall 
at all times be subject to the orders of the state 
board of health in the execution of the health laws 
of this state and may perform any duty when re- 
quired by the state board of health, or any member 
of said board acting for the entire board, which 
might be performed by said board of health or any 
officer thereof. 


Sec. 8.—Local health officers shall be deputy 
health comissioners for their respective localities, 
subject to the directions, within their respective 
municipalities, of the district health commis- 
sioner, whose authority shall be supreme in all 
matters affecting the general health of the people of 
the district, the suppression of epidemics of danger- 
ous communicable diseases, and in the enforcement 
of the orders of the state board of health. In ail 
other matters local health officers shall perform the 
duties now or hereafter required of them by law. 
Any local health officers failing to obey or carry 
out any lawful order, rule or requirement of a 
district health commissioner shall be deemed guilty 
of a misdemeanor, and on conviction thereof shall 
be punished by a fine of not less than ten dollars nor 
more than one hundred dollars, for each such offense 
in the discretion of the court Any person or public 
officer who attempts to hinder or prevent or who 
hinders or prevents any public health commissioner 
in the performance of any duty, required by this 
act, shall be deemed guilty of a misdemeanor, and 
on conviction thereof shall be punished by a fine 
of not less than twenty-five dollars and not more 
than one hundred dollars, or by imprisonment in 
the county jail, or by both such fine and imprison- 
ment in the discretion of the court 
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Sec 9.—Any city having a population of one hun- 
dred thousand and upwards, maintaining a city 
health department, shall be deemed an additional 
health district, but no district health commissioner 
for such additional health district shall be appointed 
or paid for under the provisions of this act. The 


. chief health officer of such additional districts shall, 


however, be deemed an agent of the state board 
of health, and shall perform within his district the 
same duties as are in this act required of the several 
district health commissioners of the state. 

Sec. 10.—The provisions of this act shall supersede 
all other acts inconsistent herewith, and if any pro- 
vision herein made shall be held unconstitutional, 
such decision shall not effect the validity of any other 
portion or provision of this act, not expressly de- 
clared unconstitutional. 

Sec. 11—All sums of money necessary for carry- 
ing out the provisions of this act shall be paid out 
of the general fund of the state, and the auditor 
general shall incorporate in the state tax, for the year 
1915 and each successive year thereafter, a sufficient 
sum to reimburse the general fund of the state, for 
all monies required for the purposes hereof. 





THE BILL FOR THE APPOINTMENT OF 
DISTRICT HEALTH OFFICERS. 

This Bill is given in full elsewhere in this 
number. I wish to urge the readers to go over 
the Bill most carefully and report any sugges- 
tions to the Secretary of the State Board of 
Health as soon as possible. 

This Bill meets with the approval of the 
Committee on Legislation from the State Med- 
ical Registration, the Superintendent of In- 
struction, and the State Board of Health. It 
has been carefully drawn, and Major Pepper of 
the Attorney General’s office has put much work 
and time in it. He thinks that legally it will 
stand any test. 

It seems hardly worth while to urge intelli- 
gent medical men to support this Bill. It should 
commend itself. The salary provided for the 
district health officers, while not great, is be- 
lieved to be sufficient to induce good men to 
give their time to the work. It seems to me 
that the time has come when the medical pro- 
fession can render the people of this country a 
patriotic service, which has never come to any 
profession at any time or in any place. If the 
medical profession desires to retain the respect 
and appreciation of the public, it must do every- 
thing that it possibly can in the prevention of 
disease. Already each practitioner who treats 
a case of infectious disease is doing the best 
he can for his individual patient, and at the 
same time is rendering a broader and greater 
service to the public in preventing the spread 
of the disease. Indeed, the man who restores 
health to an invalid, from whatever cause, is 
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doing the public a service because every man 
incapable of work is directly or indirectly a 
burden to the community, while every man cap- 
able of supporting himself, and especially if he 
can support others at the same time, renders 
the community a service. 

The qualifications demanded of the health 
commissioners in this Bill have been carefully 
studied, and I believe that they have been 
properly estimated and stated. The framers of 
the Bill have never lost sight of the fact that 
it is desirable to keep these positions as free 
from political control as is possible. There is 
not the slightest probability that the organiza- 
tion provided for in this Bill will in any way 
interfere with private practice. On the other 
hand, if its provisions are wisely carried out 
more people will consult their physicians more 
frequently than they now do. Besides, there 
is no surer way of killing off the incompetent 
and irregular practitioners, whether. they be 
medical graduates or not, than by the organiza- 
tion proposed. 

A Bill similar to this passed the New York 
State Legislature two vears ago, and its pro- 
visions are just now being complied with. We 
believe that public health is the state’s greatest 
and most valuable asset. This can be secured 
only by co-operation of the medical profession 
with intelligent members of the laity. I hope 
that each medical man who reads this Bill will 
urge his senator and representative to vote for 
it. It or something like it will come to every 
part of this country sooner or later. Michigan 
should be in the van and not in the rear in this 
campaign against ignorance and disease. 

The State Board of Health will gladly con- 
sider any suggestions concerning any possible 
modification of the Bill which may lead to its 
betterment. 

V. C. VaueHan, Sr. 





Editorial Comments 





All dues are now payable. Those not paid by 
March 30th will witness the removal of the 
delinquent’s name from the membership rolls 
of our organization. Please send your check 
to your County Secretary now. 


The minutes of the midwinter meeting of the 
Council that was held in Ann Arbor on January 
20, will be found in this issue. It is to your 
interest to read the record of the entire pro- 
ceeding. 
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We understand that representatives are call- 
ing upon Michigan physicians and endeavoring 
to sell them stock in certain food and drug com- 
panies. The argument is to sell to physicians and 
thus urge them to prescribe these foods or drugs 
and so secure a volume of business that will pay 
large dividends upon the stock issued. The plan 
is not new or original. It has been worked before. 
and many there are who “bit” to their present 
regret. Our advice is to refrain from purchas- 
ing any stock thus offered. There are plenty 
of avenues open for safe and profitable invest- 
ments. If seeking for such investments we 
advise consulting a reputable stock broker or 
trustee. 


The value of your local organization will be 
in proportion to the effort you expend in its 
behalf. It is going to require inconveniencing 
yourself, possibly a long drive, hours of lost 
sleep, but in the end it will be worth many 
times more than all such effort may mean to 
you. 


During 1914 the deaths of 2,205 physicians in 
the United States and Canada -were noted in 
The Journal." Reckoning on a conservative 
estimate of 153,000 physicians, this is equivalent 
to an annual death-rate of 14.41 per thousand. 
For the twelve previous years the death-rates 
were as follows: 1913, 14.64; 1912, 14.13; 
1911, 15.32; 1910, 16.96; 1909, 16.26; 1908, 
17.39; 1907, 16.01; 1906, 17.2; 1905, 16.36; 
1904, 17.14; 1903, 13.73, and 1902, 14.74. The 
average annual mortality for the period from 
1902 to 1914 inclusive was therefore 15.71 per 
thousand. The chief death causes in the order 
named were: senility, heart disease, cerebral 
hemorrhage, pneumonia, accident and nephritis. 
The age at death varied from twenty-three to 
ninety-nine, with an average of sixty years, 
eleven months and six days. The general aver- 
age of age at death since 1904 is fifty-nine years, 
nine months and nineteen days. The number 
of vears of practice varied from one to seventy- 
five, the average being thirty-three years, nine 
months and twenty-nine days. The average 
for the past eleven years is thirty-one years, 
eleven months and twenty-two days. 

Causes of Death—There were 225 deaths 
assigned to general diseases ; 229 to diseases of 
the nervous system; 296 to diseases of the cir- 
culatory system; 145 to diseases of the respira- 
tory system; ninety-three to diseases of the 
digestive system; 125 to diseases of the genito- 
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urinary system; three to diseases of the skin; 
three to diseases of the bones; 411 to senility; 
twenty-seven to suicide; 111 to accident; thir- 
teen to homicide, and seventy-nine after surgical 
operations. Among the principal causes of 
death are senility, 411; heart disease, 211; cere- 
bral hemorrhage, 185; pneumonia, 124; acci- 
dent, 111; nephritis, 108; malignant disease. 
fifty-six ; tuberculosis, forty-eight ; appendicitis, 
thirty-six ; diabetes, thirty-three; suicide, twen- 
ty-seven; septicemia and arteriosclerosis, each 
twenty-five; angina pectoris, twenty-three; ty- 
phoid,seventeen ; gastritis, fourteen ; myocarditis 
and homicide, each thirteen; cirrhosis of liver, 
eleven; pernicious anemia, ten; endocarditis, 
nine; meningitis, eight; rheumatism and chole- 
cystitis, each seven; bronchitis, six; influenza, 
locomotor ataxia and scarlet fever, each five; 
erysipelas, tetanus, pellagra, general paralysis 
of the insane, aneurysm, intestinal obstruction, 
peritonitis, Hodgkin’s disease and mastoiditis, 
each three; dysentery, syphilis, drug addiction, 
mental alienation, pleurisy and carbuncle, each 
two deaths, and malaria, small-pox, plumbism, 
chorea, embolism, ulcer of stomach, ulcer of 
duodenum, hernia, Addison’s disease and retro- 
pharyngeal abscess, each one death. 

The causes assigned for the 111 deaths from 
accident were; automobile, twenty-five; falls, 
seventeen ; poison, ten; automobile and railway, 
nine; railway and drowning, each eight (of the 
latter, three were drowned in attempting to 
save lives) ; street car, six; fracture of hip, five; 
asphyxiation, firearms and sunstroke, each four ; 
burns, by animals, freezing and lightning, each 
two, and explosion, runover and runaway, each 
one. The twenty-seven physicians who ended 
their lives by suicide selected the following 
methods; firearms, thirteen; poison, ten and 
asphyxiation, strangulation, cutting instruments 
and cause not stated, each one. Of the thirteen 
homicides, ten were due to firearms, two to 
clubbing or beating and one to stabbing. Of 
these, four occurred in feuds or affrays. 


Ages.—Of the decedents, sixty-one were be- 
tween the ages of twenty-three and thirty; 199 
between thirty-one and forty ; 319 between forty- 
one and fifty; 432 between fifty-one and sixty ; 
477 between sixty-one and seventy ; 404 between 
seventy-one and eighty; 193 between eighty-one 
and ninety; while twenty-one were more than 
ninety years of age. The greatset mortality oc- 
curred at the age of sixty-two, when sixty-eight 
deaths were recorded, at seventy with sixty-one 
deaths; at fifty-nine with fiftv-nine deaths; at 
fifty-four and fifty-five with fifty-eight deaths 





132 EDITORIAL COMMENTS 





Jour. M. S. M. S. 


each ; at seventy-four with fifty-four deaths, and 
at sixty-nine when fifty-one died. There were 
seven deaths each at ninety-one and ninety-two ; 
three at ninety-five ; two at ninety-three, and one 
death each at ninety-four and ninety-nine. 

Years of Practice-—By periods of ten years, 
the physicians died as follows: In the first de- 
cade, 162, of whom seven had been in practice 
less than one year and twelve less than two 
vears; in the second decade, 304; third decade, 
421; fourth decade, 553: fifth decade, 443; 
sixth decade, 225; seventh decade, eighty-four, 
and eighth decade, five, three of whom had been 
in practice seventy vears and one each seventy- 
one and seventy-four vears. 


The Wayne County Medical Society, after due 
consideration, unanimously voted to extend to 
the American Medical Association through the 
Michigan delegates its invitation to hold the 
1916 annual meeting of the American Medical 
Association in Detroit. The Journal is disposed 
to congratulate the profession of Wayne County 
upon this decision and assures the Wayne Coun- 
tv Society that the entire profession of the state 
is prepared to support them when preparing to 
entertain our national organization. The annual 
meeting of the American Medical Association 
for this vear will be held in San Francisco dur- 
ing the forepart of June. In a future issue we 
will have occasion to publish a more detailed 
comment upon this subject. 


The Journal subscribes to a somewhat limited 
newspaper clipping service to secure information 
regarding the profession throughout the state. 
This service has served the basis for supplying 
the items for our News Column. Its limited 
scope does not enable us to chronicle all the 
professional happenings in the state. In order 
that we may be enabled to publish a larger 
number of items that are of interest to the 
general profession we are asking our readers to 
favor us with local newspaper clippings and 
news items. This co-operation will be sincerely 
appreciated. 


During the past year but two complaints have 
reached our desk regarding The Journal. One 
was an objection to the enameled paper that is 
used on account of its gloss and the other was 
that our original articles were of but small value 
and interest to the country practitioner because 
of their scientific trend. Answering the first 
objection we submit that the reason for using 
the enamel paper is because of its tensile 
strength and because it enables us to print clear 
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illustrations; further, we feel that it adds class 
and dignity to our publication. In regard to 
the second complaint we feel inclined to resent 


the criticism as unwarranted. We admit 
the scientific indictment but submit that 


in such articles the reader will find the practical 
application that will fit daily practice, be he city 
or country practitioner. True, we have wished 
that we could publish more articles bearing 
more directly upon the work of the busy man 
but as only few such articles are submitted, and, 
as it is impossible for us to secure them from 
only those who are busily engaged in those fields, 
we are forced to pass the blame onto the com- 
plainant for failing to supply us with the articles 
which he states are not found in our pages. 

We are endeavoring to make The Journal con- 
tain in its every issue, something that is of 
value and interest to every reader—be he coun- 
trv practitioner, or, city specialist. At all times 
are we ready and eager to receive constructive 
criticism and welcome suggestions. Limited 
space and finances compel us to curtail the size 
of each issue and at times occasion our regret 
on account of having to return an article or 
report. We, however, solicit the sending of 
original articles and case reports and promise 
to publish evervone that is deemed, by the Pub- 
lication Committee, as of interest to a majority 
of our readers. 
Journal and we want vou to hold a vital and 
active interest in it. 





Attend the meetings of your society regularly. 
Participate in its discussions. Learn to know 
your neighbor intimately. You will be bound 
to like him in the end. By so doing everyone 
will receive larger benefits from his membership 
holdings. 





Deaths 


Dr. Walter W. Williams, Bay City, died 
at his home Jan. 9, 1915. Dr. Wilhams was a 
well known Bay City physician, having practiced 
medicine in that city for the past seventeen 
vears. 








Todalia—lodalia (Geo. J. Wallau, Inc.) is claimed 
to be a valuable substitute for iodides. Examination 
in the A.M.A. Chemical Laboratory indicated that 
when administered it would act like ordinary iodides 
and that to obtain the equivalent of 20 gr. potassium 
iodide it would be necessary to give the contents 
of a one dollar bottle of iodalia. Particularly repre- 
hensible among the many unwarranted claims made 
is one which suggests to the public that iodalia will 
protect against infectious diseases. The Council 
voted that iodalia be refused recognition (Jour. 
A.M.A., Dec. 12, 1914, p. 2149). 


MEETING OF THE COUNCIL 


temember that this is your. 
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The Annual Meeting of the Counci 
5975 : 


The Annual Meeting of the Council of the Michi- 
gan State Medical Society was held in the Faculty 
Room of the Medical Building of the University of 
Michigan, Ann Arbor, on January 20, 1915, with 
Chairman W, T. Dodge presiding and the following 
councilors present: 


1st District—A. P. Biddle. 
2nd District—A. E. Bulson. 
3rd District—S. K. Church. 
4th District—A. H. Rockwell. 
5th District—W. J. DuBois. 
6th District—A. M. Hume. 
7th District—W. J. Kay. 

8th District—A. L. Seeley. 


9th District—B. H. McMullen. 
10th District— 

11th District—W. T. Dodge. 
12th District—R. S. Buckland. 
13th District—F. C. Witter. 

14th District—C. T. Southworth. 


President—Reuben Peterson. 

Secretary-Editor—F. C. Warnshuis. 

Chairman Medico-Legal Committee—F. B. Tibbals. 

Legislation and Public Policy Committee—H\ S. 
Bartholomew. 


The minutes of the last meeting. of the Council 
that was held in Lansing, September, 1914, were read 
by the Secretary and approved. 


The Secretary-Editor submitted his annual report 
for the year 1914 as follows: 


ANNUAL REPORT OF THE SECRETARY- 
EDITOR 


For the Year Ending December 31, 1914. 


Rendered to the Council, January 20, 1915. 


To the Chairman and Members of the Council of the 
Michigan State Medical Society : 

In submitting to you, this, my annual report for 
the official society year closing December 31, 1914, 
I desire at the very outset to acknowledge my con- 
tinued appreciation of the honor of being privileged 
to do so and to express my sincere thanks for the 
universal co-operation that has been extended to me 
by every member and official of our organization. 
The confidence so frequently manifested during the 
year prophesies our rapid approach to one compact, 
harmonious organization. 

I herewith submit for your information the audi- 
tor’s statement and my own itemization of the source 
and disbursements of the Society’s funds: 


Exuipit A. 


ee ee $1,025.00 


OMS 650s 0a 54ebasecwa 2,000.00 
i ee 208.91 
Accounts receivable ......... 694.90 
Journal expense .............. 6,087.37 
CINCO (CUI. 6 oi a de wawieen 2,013.38 
Secretary's expense ........... 78.98 
Council expense .........00006. 144.11 
Repritit expense .....600606005 1,287.77 
Li ere CONTE 
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NINN, 5s ak ee Ce ae eee hn 2,358.25 
OEE ES OE eT RET er 156.00 
I Scunseeckaeen en geowsdundetends 2,910.42 
TTT TET eT TTT Tee TCT e CeCe 1,010.40 
RPESIG GUSCPIDUIORS 5 occ osc ivenvces seuss 27.12 
I od cei Sauaiw ada creado eaesaes 291.35 
PERE UU, isso sence eeseuerseooeas 6,751.93 





$15,865.47 


ExuHisitT B. 


Statement Showing Losses and Gains During 
the Year 1914. 


Jotirmal CADENCE 2266s cine ct $6,087.37 
Doctety CRPENSE ....6s0csicevs 2,013.38 
Secretary’s expense 78.98 


$15,865.47 





COwnCt GRPONSE ....6 600000555 144.11 

Reprint expense .............. 1,287.77 
eee eee eee ree Ree $2,360.00 
PNIINIEE dnawucbenucedvorasvecesa pete 2,358.25 
PMIVersing: SAlCS 64266 bd ete ae oe 2,910.42 
DOIN cS pes Ded ete tO ea baes 1,010.40 
Cteide GUNSCTIONIONS 6k koe sd ss dedvnies 27.12 
Pe WINING sidccock donee eeeangers 291.35 
$9,611.61 $8,957.54 

8,957.54 

Net Loss for the Year ........ $ 654.07 

ExHIBiT C. 

Assets 
Certificates of Deposit in hands of Treasurer $3,350.05 
Bonds in hands of Treasurer .............. 2,000.00 
Cash in G. R. Savings Bank (checking a/c) 208.91 
Accounts receivable, advertising and reprints 694.90 
$6.253.86 
Liabilities 
Defense fund for 1915 collections ........ $ 156.00 





Worth January 1, 1914 ...... $6,751.93 
Less loss as shown above .... 654.07 6,097.86 
$6,253.86 
Exuisit D. 
Society Expense. 
January— 
7 F. C. Warnshuis, postage .....65.00.. $ 15.00 
24 F. C.Warnshuis, January salary ...... 62.50 
24 West’s Drug Store, postage ............ 10.00 
24 West’s Drug Store, January rent ........ 7.50 
24 Barlow Brothers, binding Journals . 30.00 


24 Fox Typewriter Co., typewriter ribbon 1.00 


$126.00 


February— 
9 Miss Taylor, stenographer January ....$ 25.00 
9 West’s Drug Store, February rent ..... 7.50 
9 West’s Drug Stores, postage ............ 5.00 
27 Miss Taylor, February salary .......... 25.00 
27 West’s Drug Store, postage ............ 15.00 
$77.50 
March— 
7 F. C. Warnshuis, February salary ....$ 62.50 
7 West’s Drug Store, March rent. ........ 7.50 
$70.00 





Jour. M. S. M. S. 


April— 
1 J. S. Crosby Co., Bonds, Warnshuis & 
eer errr ubeRNeeeees cK’ $ 15.0¢ 
1 Tisch-Hine Co., stationery .......0.0.; 13.00 
1 Miss Taylor, March salaty ..:....2..4: 25.00 
1 West’s Drug Store, April rent .......... 7.50 
1 West’s Drug Store postage mailing cer- 
EE ere OS er eee 20.00 
1 F, C. Warnshuis, March salary ........ 62.50 
1 Funk & Wagnels, dictionary ............ 10.72 
15 West’s Drug Store, certificate postage.... 15.00 
15 Miss Taylor, stenographer April 1-15.... 12.5¢ 
$181.22 
May - 
1 F. C. Warnshuis, April salary ...... $ 62.50 
1 Miss Taylor, salary April 15-30 ........ 12.50 
1 West’s Drug Store, May rent .......... 7.50 
1 West’s Drug Store, postage ............ 10.00 
1 A.M.A. 1914 directory ........ piesa es 7 00 
$99.50 
June— 
4 Miss Taylor, May salary .............. $ 25.00 
4 F, C. Warnshuis, May salary .......... 62.50 
4 West’s Drug Store, June rent .......... 7.50 
4 F. C. Warnshuis, Atlantic City A.M.A. 75.00 
4 West’s Drug Store, postage .......... 5.00 
$175.00 
July -- 
2 West’s Drug Store, July rent .......... S$ 7 
2 Miss Taylor, stenographer ............ 25.00 
2 F. C. Warnshuis, June salary .......... 62.50 
2 West’s Drug Store, postage ............ 15.00 
$110.00 
August— 
6 F. C. W., long distance telephones ..$ 3.90 


6 W. B. Saunders Co., medical dictionary 5.00 


G Mies Taylor, Jely OOTY 5 coc cckccuns 25.00 
6 West’s Drug Store, August rent ........ 7.50 
17 W. H. Shultus, auditor one year ........ 46.70 
26 West’s Drug Store, postage .......... 15.09 


26 Wilfrid Haughey, annual meeting expense 3.25 


$106.35 
September— 
3 G. R. Typewriting Co., delinquent mem- 
bers and notice of meeting ...... $ 2.50 
Powers & Tyson, 3000 envelopes ...... 7.05 
Miss Taylor, August salary ............ 25.00 
West’s Drug Store, postage ............ 10.00 
West’s Drug Store, September rent .. 7.50 
Miss Gilbert, annual meeting reg. clerks 27.50 
Hotel Downey, annual meeting invited 
guests and secrataries dinner ...... 20.80 
12 F. C. Warnshuis, annual meeting expense 9.76 
30 F.C. Warnshuis, July-Aug.-Sept. salary 187.50 


WwW 0 WW W CO 


oa 


$397.61 
October— 
Dr. B. A. Shepard, Ann. Meet. Sect. Ex. $ 3.50 
Whitehead-Hoag Co., annual meeting 
secretary badges 


ts) 


wo 


2 C. B. Fulkerson, Ann. Meet. Section Ex. 3.25 
2 F.C. W. Ann. Meet. Exp. and Teleg. 3.40 
2 Miss Taylor, September salary ........ 25.00 
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2 West’s Drug Store, October rent ...... 7.50 1 F. C. Warnshuis, March salary ........ 62.50 
2 West’s Drug Store, postage ............ 5.00 3 Tradesman Co., March Journal ........ 493.50 
9 Ada B. Shier, annual meeting reporter 11.00 15 W. M. Palmer, P. M., Journal postage .. 16.35 

9 Mrs. McIntyre, reporter surgical section 5.00 15 Miss Taylor, April 1-15 salary ........ 12.50 
9 Mattie Linderman, eye section .......... 7.50 —_———- 
9 Miss Parnoll, surgical section .......... 2.50 $637.66 

9 Miss McCarthy, gynecology section .... 7.50 May— 

9 Tradesman Co., annual meeting programs 36.00 1 F. C. Warnshuis, April salary ........ $ 62.50 
31 A.M.A. membership campaign ........ 136.00 1 F. C. Warnshuis, Miss Hill balance a/c 57.50 
31 Miss Taylor, October salary ........... 25.00 1 Miss Taylor, April 15-30 salary ........ 12.50 
31 West’s Drug Store, November rent .... 7.50 1 West’s Drug Store, May rent .......... 7.50 
31 F. C. Warnshuis, October salary ........ 62.50 1 Tradesman Co., Journal wrappers ..... 120.25 
31 West’s Drug Store, October postage .... 10.00 1 U. S. Press Clipping Bureau, news items 3.50 

a 1G. R. Typewriting Co., revising mailing 
$400.44 list for FP. O. Tmapettet® ...c..cee 10.70 
November— ee 
26 West’s Drug Store, postage .......... $ 10.00 $274.45 
26 Miss Taylor, November salary ........ 25.00 June— 

26 West’s Drug Store, December rent ...... 7.50 4 Tradesman Co., April and May Journal $860.00 

26 F. C. Warnshuis, November salary .... 62.50 4 W. M. Palmer, P. M., postage May-June 27.51 
waneaandt 4 Miss Taylor, May salary .............. 25.00 

$105.00 4 F. C. Warnshuis, May salary .......... 62.50 

December— 4 West’s Drug Store, June rent .......... 7.50 
14 Powers & Tyson Printing Co., members a Ne 
TURE TORRY 45 ea Heer tercaess $ 14.50 $982.51 

14 Miss Taylor, December salary ........ 25.00 near 1 
14 F. C. Warnshuis, December salary .... 62.50 + Less $2.00 for Journals sold ........ $980.51 
14 Tisch-Hine Co., supplies .............. 62.76 July— 

maindisiinnsiasih 2 West’s Drug Store, July rent .......... $. 7.50 

$164.76 2 Miss Taylor, June salary .............. 25.00 

Exuisit E, 2 F. C. Warnshuis, June salary .......... 62.50 

Journal Expense. 2 Tradesman Co., June and July Journals 668.30 

January— $763.30 

7 F. C. Warnshuis, postage ............ $ 15.00 August— 

24 F. C. Warnshuis, January salary ........ 62.50 6 Postmaster, Journal postage .......... $ 11.17 

24 West’s Drug Store, January rent ...... 7.50 6 G. R. Typewriting Co., revising mail. list 1.89 
24 Bigelow Binder Co., Journal binders ... 6.48 6 West’s Drug Store, August rent ...... 7.50 
24 Addressograph Co., WOGTOCSSES 2 ok cuss 41 6 U. S. Press Clipping Bureau, news items 10.50 
24 G. R. Typewriting Co., 600 form letters 2.60 6 Miss Taylor, July salary .............. 25.00 
24 U. S. Press Clipping Bureau, news clip. 3.50 17 Tradesman Co., August Journal ...... 351.00 
24 Printers Ink Co., subscription to ........ 2.00 ——_ 
24 W. M. Palmer Co., mailing Jan. Journal 15.63 $407.06 

———._ September— 
$115.62 3 Postmaster, Aug. and Sept. Journals $ 27.15 
February— a. & oe ag oe news items 3.50 

9 Miss Taylor, January salary .......... 25.00 3 Miss Taylor, August salary .......... 25.00 

9 Tradesman Hse ean Suuies 544.92 3 West’s Drug Store, September rent .... 7.50 

9 West’s Drug Store, February rent ...... 7.50 30 F. C. Warnshuis, July-Aug.-Sept. salary 187.50 

9 West's Drug Store, postage beeen ees 5.00 $250.65 
27 W. M. Palmer, P M., Feb. mailing .... 12.18 ee 
27 U. S. Press Clipping Bureau, news items 3.50 30 Less $1.00 for Journals sold ........ $249.65 
27 Miss Taylor, February salary .......... 25.00 October— 

Bie reese 2 Tradesman Co., September Journal... .$357.55 
$623.10 2 G. R. Typewriting Co., mailing list ..... 2.02 
March— 2 Miss Taylor, September salary ........ 25.00 

7 F. C. Warnshuis, February salary ...... $ 62.50 2 West’s Drug Store, October rent ...... 7.50 

7 West’s Drug Store, March rent ........ 7.50 2 West’s Drug Store, postage ............ 5.00 

7 Tradesman Co,, February Journal ..... 314.32 9 A. Griggen, Journal clippings .......... 3.50 

wooesesnanites 9 G. R. Typewriting Co., revising mail. list 1.00 

$384.32 9 Tradesman Co., October Journal ...... 331.98 

SS 31 Miss Taylor, October salary .......... 25.00 

7 Less $40.00 for 5 cuts sold .......... $344.32 31 West’s Drug Store, November rent .... 7.50 
April— 31 F. C. Warnshuis, October salary ...... 62.50 

1 W. M. Palmer, P. M., postage Journal $ 16.81 31 Postmaster, October Journal .......... 15.25 

1 U. S. Press Clipping Bureau, news items 3.50 $843.80 

1 Miss Taylor, March salary ............. 25.00 


1 West’s Drug Store, April rent ........ 7.50 31 Less engravings scld 2.0.60 d<ccssaces $836.55 
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November— 


9 Tradesman Co., October Journal 


9 Miss Taylor, November salary ...... 
9 West’s Drug Store, December rent ... 
9 F. C. Warnshuis, November salary 


December— 


14 Tradesman Co., December Journal .. 


14 A. Griggen, news items ............. 
14 Miss Taylor, December salary ....... 
14 F. C. Warnshuis, December salary 


EXHIBIT F. 


Council Expense. 


January— 


. $266.15 
9 Postmaster, postage November Journal.. 


11.81 


wax eovoo 


$372.96 


. $373.04 
14 Rostmaster, December Journal postage . 


. 14.65 


s+ TR 
... 25.00 


. 62.50 


$482.19 


21 Wayne County Medical Society Club, 


Councilors’ dinner 


eee eee er eene 


..$ 9.40 


21 Postal Hotel Co., DuBois, Welsh, F. C. W. 30.75 
21 Miss Taylor, traveling expenses and 


stenographer to Council ....... 
21 W. T. Dodge, Council expense ..... 
21 F. C. W. Council meeting expense 


February— 


27 W. J. DuBois, councilor’s expenses .. 


27 B. H. McMullen, councilor’s expenses .. 


June— 


15 A. P. Biddle, councilor’s expense 


December— 


14 A. P. Biddle Publishing Com. expense.. 


ExuHiBiT G. 


Secretary Expense Account. 
March— 
7 F. C. W., Muskegon-Battle Creek . 


$106.81 


.§ S71 
10.00 


$ 31.71 


~ 
or 


$2. 


fA 
2 
bee 
or 


$ 2.84 


...$ 11.29 


$11.29 


June— 
4 F. C. Warnshuis, Gratiot Co. meeting ..$ 3.64 


$ 3.64 
July— 
7 F. C. Warnshuis, Lansing expense ....$ 7.00 
7 F.C. Warnshuis, A.M.A. meeting expense 35.00 
$ 42.00 
August— 


17 F. C. Warnshuis, Benzie Co. expense ..$ 10.34 


$ 10.34 
October— 


9 F. C Warnshuis, Port Huron meeting $ 11.71 


$ 11.71 

It is thus revealed that in dollars and cents the 
year just closed witnesses a financial loss of $654.07 
and that our net present worth on December 31, 
1914, was $6,253.86. Explanatory thereof I direct 
your attention to the fact that during the year $136.00 
was paid out for the work of the canvassers who 
visited a number of our county societies. The 
Journal sustained a loss of some $400.00 in canceled 
advertising contracts occasioned by the universal 
business depression, while its cost of production was 
increased abruptly by the increased cost of material 
supplies. It must also be noticed that by reason of 
our increased organization activities and the work 
carried on by this office that its actual expenses in- 
creased in proportion to our numerical strength. 
The work also of completing the plans of placing our 
records and files in permanent form occasioned ex- 
traordinary expense. Some $200 of uncollected 
assets were also charged off our books. 

However, I am not inclined to subscribe to the 
sordid viewpoint arising from a dollar and cents 
standard. When we are able to declare that we 
are now on a sound business basis and that the past 
year witnessed the completion of the Society’s at- 
tainment of a high water mark of efficiency and 
influence the financial loss of some $654.07 may 
well be appraised as a commendable investment. 
Especially is this true when the coming year prom- 
ises a recoupment and increase in our net financial 
worth. 

For your further enlightenment I append herewith 
the following comparative statement for the past 
ten years: 


Exuipit—Comparative Statement Last Few Years. 




















Receipts. 

Dues Adv. Misc. Reprints Interest Total 
ARO Bi ctor cam cniene oe $3,283.50 2.025.93 $36.18 $5,344.60 
MOD: ossucaspaisaocaeurs OMOOEISe 2,005.30 16.3% 5,626.14 
PWD? oan uakiess wae ema Oe 2,297.78 © 25.81 5,613.88 
IOS seb asa cuienna Sebo” 2,158.92 26.55 6,071.22 
BRANES 8 eden ce connivad ates 4,033.50 1,786.53 16.00 $ 27.68 5,863.71 
ID Nive Sswca Sow ee 4,034.18 2,073.71 16.94 48.61 6,174.44 
MBPRND. coer sie wuude retails 3,683.30 2,016.97 43.76 86.69 5,830.66 
|). Seen oe ae one rre 4,269.65 2,122.59 18.38 $156.00 301.66 6.768.285 
Lb ARE errr emer een eaee 4,108.00 1,851.92 65.85 184.25 190.35 6,400.37 
Mas Occ ar hee 4,208.00 3,045.08 00.00 310.75 146.23 7,907.66 
APE his eis a eratayavenron tes 4,745.37 2,910.42 





00.00 1,010.40 291.35 8,957.54 
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Disbursements. 
Journal State Soc. Reprints Profit Total 
TTT Ce eT ree $119.69 $5,344.60 
Oe eda slad ne $4,265.26 $ 772.42 588.46 5,626.14 
HIOGe si sek whee eee 4,092.94 1,499.32 21.62 5,613.88 
NOOK ca viror eda eee ate 4,193.06 924.71 853.45 2,071.22 
HOGS titer vaeivesd tates 4,226.98 941.77 694.96 5,863.71 
SNe cots verti Veda rae ee deco 4,263.45 739.62 1,171.37 6,174.44 
STE Ee 4,182.41 1,686.51 (loss) 38.26 5,830.66 
UMSI cae orcest pre fate ats 4,219.65 1,335.93 $350.81 $186.22 675.67 6,768.28 
MOMS? ceittade eo ees 3,821.90 1,249.74 423.99 904.74 6,400.37 
OMS, vevstd accnsrevee are acer 4,325.97 2,406.93 416.50 758.26 7,907.66 
MONAT te ascveaw ater neuererinacs 6,087.37 2,236.47 1,287.77 654.07 8,957.54 
THE JOURNAL. 
No. Per Cent Total Cost Adv. Cost No. 
Years Pages Adv. Cost Per Page Received Per Member Mem. 
NGOS sesicttowercawees 248 21 
1 Ao (1 Renee abt Core Rerara car cr ese 826 23 1,653 
NAS corsrccrs tate ees 799 28 $2,025.92 Le 
FP eee 870 28 $4,265.26 $4.89 2,005.30 $1.27 1,700 
(Change of Editor.) 
errr tee 942 28 $4,096.94 $4.34 $2,297.78 $1.97 1,873 
OO veoetierh en eee. 904 28 4,193.06 4.64 2,158.92 1.07 1,892 
TO OSY ai nie Samer en reres 857 24 4,226.98 4.93 1,786.53 1.29 1,883 
OOD serait pieroeree © ens 836 25 4,263.45 5.10 2,073.71 1.21 1,962 
(Change of Editor.) 
so rigctincaee, 894 21 $4,182.41 $4.67 $2,016.97 $1.00 1,979 
ARS corn ieee anes 928 23 4,219.65 4.55 2,122.59 97 2,158 
EDS. -hes9 Sechelt 1,042 1 3,821.90 3.66 1,851.92 87 2,168 
(Change of Editor.) 
WOWSS sieves 1,190 23 $4,325.97 $3.63 $3,045.08 $ .58 2,205 
NOMA oe regen stein ceo 998 29 6,087.37 6.09 2,910.42 1.34 2,385 
MEMBERSHIP. f PPEUT ET TCs & BeOS cicicriew 68 
The membership enrollment on December 31, 1913 Monroe ............ = Sanilac .....-+e. 14 
was 2,205. The enrollment on December 31, 1914 besa neceboras 24 Schoolcraft ........ 8 
was 2,385, a net increase of 180 members. The eh iv nail al adel " Shiawassee ......... 30 
members lost by reason of death, removal and sus- Gukiad gcaaaona nly 45 ee CPi eeseaades 52 
pension was 68, making a net increase in new mem- “ MCO. R 0 = 18 a re 21 
bers of 248. We may now claim a membership of Chineisaanis Apart oe: THOME carina 24 
72 per cent. of the eligible physicians of the state; Oileleke:...._. | er 38 
an increase of 8 per cent. over last year. Oi cc 32 Washtenaw ........ 65 
a, See 15. Grand Traverse . 21 Presque Isle ........ BS “WS, oc ccciweseuas 618 
— ae eee eee TO Se hice 30 
ANGUEIMD o.0.0%0 00s 60s | ar 22 2,385 
peanevolx sssvsss-- Houghton .....----- 97 The following societies have an enrollment of 
Barry 6) 56 se 6 eles op ee 6 Ionia Wiuitiviw gleceraaieraeaaa 22 tage than fifty members : Bay, Calhoun, Genesee, 
error e anes 52. Ingham ............ 74 ‘Ingham, Jackson, Kalamazoo, Kent, Saginaw, St. 
ee ks Soran 6 Isabella-Clare even 14 Clair, Washtenaw and W ayne. The following = 
re ae ere “ C= have - membership of ——- less: Antrim, 
WD asacavdesevic 15 Kalamazoo ......... 142 Barry, Benzie, Cheboygan, Dickinson-Iron, Mason, 
CHOON cock idsewes a ee ee ee 148 Midland, Newaygo, Ontonagon, ' Osceola-Lake, 
OO: Pelivina neice an ree 25 Presque Isle, Schoolcraft. 
Cheboygan ......... * teonaaee .......... 40 This latter state of affairs merits your considera- 
re 25 Livingston .......... 15 tion and the devising of plans whereby the members 
RI sco cceeides 23 Macomb ........... 2g of these latter organizations may take on new life 
De rete sicees 22 Manistee ........... 13 and increase their membership where possible or 
Dickinson-Iron ..... 9 Marquette .......... 39 become affiliated with adjoining county societies. 
a @t Mason ...........<. 4 It is difficult to maintain active interest when a unit 
TIE i ciiiaeus 83  Mecosta ............ 19 is composed of but few members. 
ROUIRE ea xcxaincaas 17 Menominee ......... 15 During the past week your secretary, accompanied 
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by Councilor McMullen, attended a meeting of the 
physicians of Antrim, Charlevoix and Emmet coun- 
ties. A thorough canvass of local conditions was 
made and it was found that transportation facilities 
presented the greatest obstacles to organized effort. 
A union of these three county societies was per- 
fected and it is our opinion that this step will be the 
means of creating and maintaining a strong, active 
society in that district. 

To ascertain the condition of our component or- 
ganizations a questionaire was mailed during De- 
cember to all the County Secretaries and the follow- 
ing statistics (see page 139) are compiled from the 
replies received. 

This exhibit causes the following facts to stand 
out: 

1. Ten societies with a total enrollment of eighty- 
seven members have held no meetings during the 
past year. They are Antrim, Barry, Charlevoix, 
Cheboygan, Isabella, Midland, Mecosta, Newaygo 
and O.M.C.O.R.O. 

2. Thirteen societies failed to report, although 
twice requested. 

3. The average attendance of all the societies 
reporting was eighteen for the thirty-eight societies 
that held meetings. 

4. The causes given for no meetings or as ob- 
tacles to more successful meetings were: Lost in- 
terest five; apathy twenty; factions five; transporta- 
tion difficulties four; no comment three. 

5. The banner societies are: Alpena, Berrien, Bay, 
Calhoun, Genesee, Gratiot, Grand Traverse, Hough- 
ton, Montcalm, Ottawa, Saginaw, Tri County, Tus- 
cola, Wayne, each of which had fourteen or more 
papers presented at its meetings. 

This does not imply that there are no other 
societies holding excellent meetings but rather that 
in the above counties there is greater evidence of 
enthusiasm and exhibition of society energy. 

6. Lastly, that some means be devised to en- 
gender new life in certain of our component so- 
cieties, some of which are maintained only for the 
defense features accruing to members of our State 
Society. 

It is wholly impossible for your Secretary to visit 
every county society. Arrangements should be made 
whereby each society should receive at least two 
visits from officers at the State Society during each 
fiscal year. During the past year I have visited the 
following societies: Antrim, Benzie, Calhoun, Tri 
County, Huron, Ingham, Gratiot, Muskegon, Kala- 
mazoo, Emmet, Charlevoix, Ottawa. President Kiefer 
represented our State Society at the annual meeting 
of the Upper Peninsula societies that was held at 
Houghton in August. 

I would again request permission to entertain our 
County Secretaries with a dinner coincident with our 
next annual meeting. 

It must ever be borne in mind and impressed upon 
every member that mere membership is not all suf- 
ficient. Organized effort has vouchsafed most of 
our present attainments and the prestige which we 
now enjoy. By the exhibition of a concentrated 
effort of co-operation we may increase this in- 
dividual and collective influence and ability to our 
future advantage. Thus will there result a compact 


organization, membership in which will be so valu- 
able an asset that no professional brother can afford 


Jour. M. S. M. S. 


to hold aloof from or be other than an active worker. 
Affiliation with our organization is now valuable and 
the very near future is bound to witness a notable 
increase in this asset if we but remain aggressively 
active. 

ANNUAL MEETING. 

The Forty-ninth Annual Meeting, that was held in 
Lansing, in points of attendance, papers read and 
the interest exhibited may well be appraised as the 
most successful meeting our organization has ever 
held. 

The House of Delegates, by resolution, has in- 
structed the Council to provide for the commemora- 
tion of the Fiftieth Anniversary of the Society co- 
incident with its Fiftieth Annual Meeting that is 
to be held in Grand Rapids this coming fall. 

Our past experience has demonstrated that it is 
wholly of no avail to employ any but experienced 
stenographers for reporting the transactions of the 
Society’s several sessions and the discussions that 
arise in the scientific sections. This last year we 
employed ordinary commercial stenographers with 
the result that the copy turned over consisted of a 
conglomerate mass that was of but little or no value, 
To employ experienced convention reporters will 
entail an expenditure of three hundred to four hun- 
dred dollars. It is respectfully requested that you 
instruct your Secretary as to the course he is to 
pursue in this matter for our next meeting. 

It devolves upon the Council to determine the 
time for the holding of our Fiftieth Annual Meeting 
and the method of fittingly commemorating this 
event in our history. 


THE JOURNAL. 


The Journal, | feel must have been appraised by 
every one of our members and its value thus deter- 
mined. I do not propose to submit anything further 
thereon but statistical data and constructive criticism. 


Vol. XII. Vol. XITI. 
Oripmal articles ...6.60ci0cnus 122 137 
ae eer eran ee re 1,190 998 
Advertise pames ..... 2.605.685 272 264 
Number editorials ............. 39 58 
Number illustrations .......... 124 176 
No. County Society reports..... 136 98 
Subscription receipts ........+4 $2,210.65 $2,385.37 
Net advertising receipts ...... 3,045.08 2,910.42 
Rota eCOstie vce eee eer 4,325.97 6,087.37 
ee I WE 6 dsasccnccseiew 3.63 6.09 
Cost O0T SHHNBOP «26465 isa eean 58 1.34 


A close perusal of the foregoing statistics will 
impart instructive information. 

It will be noted that financially The Journal ex- 
penses were $791.58 over and above its receipts. This 
deficit was occasioned by cancellation of advertising 
contracts which resulted from the “war scare.” Indi- 
cations point to an increase of advertising revenue of 
$500.00 during the coming year. It was necessary to 
place our publication upon a higher standard, and 
having gained a reasonable increase in prestige and 
value we are bound to realize on our investment 
made during the past year and are justified in look- 
ing forward to a year of greater financial prosperity. 
It is gratifying to note the opinion in which our 
publication is held by the profession at large and 
by the business public who are recognizing it as a 
valuable medium. The policy pursued is expressed 
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How Value ar 
No. No. Not % Often AV. of Obstacles 
County ___Drs. Mem. Mem. Mem. Meet Guests Att. Papers Meets ~~ _ 
Alpena 18 15 3 81 Mo. 3 8 8 Good None 
Antrim Society dead. Nothing done for over year. 
Barry 
Bay 
Benzie 11 6 5 55 Quart. 8 5 4 Little Value Bad Roads 
Berrien 82 29 39 42 Mo. 5 16 12 Apathy 
Branch 33 19 14 57 Quart. 0 10 8 Rather Indiffer. Inertia 
Calhoun 105 96 9 91 Mo. 10 70 20 Excellent Flourishing 
Cass 
Charlevoix 16 Quart. 0 4-8 0 Transportation 
Cheboygan 
Chippewa 35 27 8 77 Mo. 0 8 4 Lack of interest 
and harmony 
Clinton 29 22 7 80 Bi-Mo, 1 s 8 Satisfied Apathy 
Delta 
Dickinson 
Eaton 47 28 19 61 Quart. 5 12 5 Valuable 3314% interested 
Emmet 16 11 5 70 Mo 0 8 6 No Value Non-attendance 
Genesee 90 3 7 93 Semi-Mo. 13 25 23 Satisfactory Reluctance to 
participate 
Gogebic 18 14 4 U7 Yearly 0 4-5 0 Too small to Transportation 
arouse interest 
Grand Traverse 27 22 5 81 Mo. 1 12 18 Valuable Apathy 
Gratiot 30 Mo. Profitable Indifference 
Hillsdale 42 23 19 54 Quart. 0 12 Valuable Apathy 
Houghton 65 46 19 71 Mo. 5 15 27 Scientific and Apathy 
social 
Huron 
Ingham 125 75 50 60 Semi-Mo. 9 20 11 Profitable 
Ionia 45 23 22 51 Mo. 5 16 5 Profitable Do not realize 
value of meet. 
Isabella 16 16 0 100 Quart. 0 0 0 No attention. Absence of local 
Members for officers activity 
defense only. 
Jackson 65 52 13 83 Quart. 2 25 2 
Kent 172 = 159 23 92 Semi-Mo. 8 51 24 Good Apathy 
Kalamazoo 177-157 20 89 Semi-Mo. 33 49 69 Indispensable. Apathy. Jealousy 
Lapeer 27 4 87 Quart. 6 10 8 Satisfied Difficult to fill 
programs 
Livingston 
Macomb 
Manistee 21 15 6 71 Mo. 1 10 10 Very Valuable Apathy. Indiffer. 
Mason 
Mecosta 16 12 2 87 No Meets. 0 0 0 Factionalism. 
Menominee 15 12 3 80 Mo. 0 12 24 Excellent No obstacles. 
Midland 9 8 1 88 No Meets. 0 0 0 Apathy 
Monroe 29 23 6 80 Quart. 6 10 11 Valuable Bashful 
Montcalm 37 26 12 70 Quart. 0 12 12 Helpful Apathy on part 
of some. 
Muskegon 52 36 16 70 Bi-Mo. 9 14 20 Valuable Lack of members 
Newaygo 
Oakland 
O.M.C.O.R.O, 25 18 7 72 Bi-Mo. 0 4 0 Good for those Inertia 
who attend. 
Ontonagon 12 7 5 50 Bi-Mo. 0 5 6 Profitable Lack of members 
Osceola 
Ottawa 48 33 15 69 Mo. 6 11 28 Inestimable Lack attention. 
Presque Isle 
Saginaw 92 68 24 73 Mo. 10 30 16 Valuable Society prosper. 
Sanilac 3 14 13 38 Quart. 0 4 3 No value Apathy 
Shiawassee 41 31 10 75 Mo. 4 12 to 18 4 Valuable Inertia 
St. Clair 60 50 10 83 Mo. 6 24 8 Questionable Factionalism 
St. Joseph 36 20 16 55 34-year 2 9 4 Not as valuable Apathy 
as would like 
Tri County 32 24 8 75 Mo. 3 9 14 Satisfactory Apathy 
Tuscola 35 35 0 100 Bi-Mo. 12 15 14 Valuable Society flourish. 
Washtenaw 105 80 25 76 Quart. 2 35 6 Valuable Transportation. 
Wayne Weekly 20 75 48 High 
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in each issue and your instructions regarding our 
future plans are requested, 

Your editor is having submitted to him the papers 
and transactions of several special medical organiza- 
tions existing within our state with the request that 
we publish these proceedings in specially created 
departments. To comply with all these requests 
would result in crowding out our original articles and 
reduce us to a publication composed solely of de- 
partments. Your instruction in this is sought in 
order that an impartial proposition may be made to 
each such special medical organization. 

The Journal is being published under contract 
with a Grand Rapids printing firm at a price that 
is lower than available from any other source, every- 
thing else considered. This contract expires in 
September, 1915. 

Advertisements—I have editorially harped upon 
this subject in practically every issue so that I am 
compelled to refrain from submitting further com- 
ment. It is a vital subject and determines our pub- 
lication’s character and standing. Our members 
must constantly remember that these advertiser’s 
merit their preference and I trust the individual 
members of the Council will not neglect to exercise 
their influence in securing this co-operation. But 
one thing can cause The Journal to recede and that 
is decreased advertising revenue due solely to non- 
patronage of our advertisers. The responsibility 
rests with the members individually. During the past 
year some $280.00 was lost by reason of cancellation 
of contracts because the advertisers had received no 
returns upon their investment with us. This does 
not include the some $400.00 worth of cancellation 
from drug firms and manufacturers occasioned by the 
“war scare.” 

We have admitted none but “honest” ads and 
sincerely commend such a policy for future guidance. 


MEDICAL DEFENSE, 


A total of $2,381.50 has been collected for the 
Defense League and paid to the Treasurer whose 
receipts I hold. 

CONCLUSIONS. 


During the year, as per your instructions, the 
Constitution and By-Laws, minutes and records have 
all been transcribed and are now in permanent form 
for future preservation. 

Finally permit me to note that this office has not 
been engaged chiefly in the keeping of records. We 
have been daily active in rendering assistance and 
suggestions to our members and county officials. 
Hardly a day passes but what we answer from two 
to ten letters of inquiry. We are aiming to make the 
office a professional clearing bureau for the state 
where information may be disseminated to all. 


All of which is respectfully submitted. 
F. C. Warnsuuts, Secretary. 


The Chairman referred the Report of the Sec- 
retary to the various committees; that portion re- 
lating to county societies to the Committee on 
County Societies; that portion relating to the finances 
of the Society to the Commitee on Finance, and that 
portion relating to The Journal to the Publication 
Committee. 


The Report of the Defense League was presented 
by Dr. Tibbals as follows: 
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MEDICO-LEGAL COMMITTEE REPORT. 
To The Council Michigan State Medical Society: 


Gentlemen: Summarizing the work of The Med- 
ico Legal Committee for the five years just ended, 
we beg to state that a total of 119 cases have been 
reported to us, all but two or three being cases of 
alleged civil malpractice. The average of about one 
case per year for every hundred members con- 
tinues. In seventy-two cases suit has been started, 
twenty-six have reached trial and been won, eight 
cases have been settled, without trial, for small 
amounts, the largest $700, usually because the doctor 
preferred to pay the small sum rather than undergo 
the worry and loss of time entailed by trial. But 
one case has been finally lost, when handled by us. 
Except for the cases reported during 1914, regard- 
ing most of which no conclusions can yet be drawn, 
but few of the cases remaining on the court dockets 
are expected to reach trial. They still survive but 
plaintiffs are content to leave them alone and so 
are we. We have paid out for attorneys’ fees and 
other legal expenses a total of $6,231.01. We have 
been fortunate in that we have had, so far, to defray 
the expense of but one Supreme Court appeal, and 
have but one case in appeal to be paid for. With 
the same good fortune for the next five years, we 
should have ample funds for all cases arising, as we 
close 1914 with a credit balance of about $4,000. 

The fact that many of our members carry in- 
surance policies aids us, financially, for the insurance 
company is obligated to defend it’s policy holder, 
and we prefer in such cases to aid the defense rather 
than to assume it. However, we stand ready to do 
all our By-Laws allow us to do for any member, 
regardless of any insurance policy he may have. 

We feel that the strongest part of our work is 
with the profession, locally and generally, in an 
educational way. With the exception of perhaps 
one case in a hundred, where the doctor may have 
been temporarily incompetent or accidentally neg- 
ligent, we believe that all these cases are either black- 
mail or an attempt to hold the medical profession 
to a stand«rd of perfection not attained by any other 
class of business or professional men. Just as 
fairly sue the minister for an unhappy marriage, the 
lawyer for mistrial of a legal case or the shoe man 
because the shoes wear out too soon as to hold the 
doctor blameworthy for all results unsatisfactory 
to the patient. We are but fallible, we may make 
mistakes or errors of judgment, we certainly do 
some things differently from the way some other 
man might do them, but we are all doing our best 
to obtain results satisfactory to ourselves and the 
patient. This being true, and it is, why should any 
doctor aid and abet suit against another? Especially 
why should he take on his shoulders the sole re- 
sponsibility for an adverse verdict, since but for 
medical testimony in favor of the plaintiff no case 
of malpractice is proven? Every doctor ought to 
weigh carefully his duty to himself and to his pro- 
fession as against the theoretical duty to society in 
general before taking the stand against a brother 
practitioner and then, if compelled to testify, tell 
the truth, which will be that he does not know. He 
can not know for he did not treat the patient, hence 
has no clear conception of the conditions or the 
difficulties encountered. Unless a man has in some 
way intimated, beforehand, his willingness to sup- 
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port the position of the plaintiff, he will seldom be 
forced to testify, for attorneys are not looking for 
unwilling witnesses. When the profession stop sup- 
porting malpractice suits malpractice suits will cease, 
and not until then. When 99 are blackmail there is a 
strong probability that the hundredth man got out 
of a bad box as well as any of us would have done 
under identical circumstances, hence he should be 
given the benefit of the doubt. Twenty-five cases 
have been reported during 1914, in thirteen of which 
suit has been started. Some of these will undoubt- 
edly reach trial. A stricking fact is the report of 
five cases from the upper peninsula, all within a 
month or so, attributable to the financial stringency 
and to the lessened litigation resultant from the 
Liability Act. Ten of our 1914 cases are fracture cases. 
The fact that forty-five of our 119 cases are fracture 
cases shows the prevalence of suits for this cause 
and the advisability of extreme care in diagnosis 
and treatment of this class of injuries. Again we 
fail to see why any doctor with any experience in 
handling fracture cases should testify that a bad 
result is evidence of improper treatment for he 
must know the impossibility of maintaining reposi- 
tion in many cases. 

We hope that this work has demonstrated its 
value to the profession and that the Medico Legal 
Committtee and its legal department may become 
even more efficient with added experience. 

Respectfully submitted, 
F. B. Trppats, 
C. B. STOCKWELL, 
E. C. TAyYLor, 
Cuas. W. HitcHcock, 
Ancus McLEAN, 


The report of the Treasurer was read by the 
Secretary and referred to the Finance Committee. 


TREASURER’S REPORT. 


Council of the Michigan State Medical Society: 
This is to certify that the following funds are 

in my hands: 

Certifewté Gf Demeet «occ ccccciccccccceds $3,350.05 

Chamberlain Hardware Co. Bonds ........ 2,000.00 


Cash in G. R. Sav. Bank (Checking a/c) .. 208.91 
Account Rec., as per Secretary’s ledger.... 694.90 
POD iis ev ROKER ERS $6,253.86 


All of which is respectfully submitted, 
D. Emmett WELSH, Treasurer. 


I.EFENSE FUNDS PAID DR. WELSH. 

To the Council of the Michigan State Medical Soc. 
Gentlement: The following will convey to you the 

amount of funds on hand in the Defense Fund for 

the year ending December 31, 1914: 


Wee x 2Gtenesdemnasin $942.50 
Ce Ae rere errr 548.00 
| FB er erey wearer rrr ers 618.00 
B® 3345 ee nentrenxeruees 81.75 
ee uitsxsttpercseen 61.00 
AIGUSO LG cae abe oo ee 24.00 
See Oe 8h 6 Srisueenaes 73.50 
PS rcascaxies ie: 14.00 
Emer Fw ck cscs 18.75 

$2,381.50 
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Certificate of Deposit, Commercial Savings 
es Ce Riad cisincaseenawes $1,500.00 
Certificate of Deposit, Commercial Savings 


Pee, Crmie TAG sks dinkccdndcdcdas 639.14 

Checking account at Peoples State Bank, 
Seer SN Fi ents 5 coseushenies: 1,765.73 
RD sccasisdecer iene $3,904.87 


Respectfully submitted, 
D. Emmett WELSH, Treasurer. 


A recess was then taken to give the various com- 
mittees time to prepare their reports. 


The meeting was again called to order and Dr. 
McMullen, Chairman of the Finance Committee, 
reported that his committee found the Report of 
the Secretary entirely satisfactory regarding the 
finances of the Society and that they had no recom- 
mendations whatever to make. 


Dr. Biddle, supported by Dr. DuBois, moved that 
the report of the Finance Committee be accepted. 
Carried. 


Dr. A. M. Hume, Chairman of the Publication 
Committee rendered the following report: 

Our report will be upon the Report of the Sec- 
retary-Editor comprising all that has been referred 
to this Committee. 

The Committee would again like to call attention 
to the fact that one reason for the decrease in 
advertising income has been the fact that the Journal 
subscribers do not patronize the advertisers. 


There has been received by our Secretary-Editor 
many commendations on our Journal as to the quality 
of the matter published and everything connected 
with it. He has received from very many of the 
county secretaries commendations along this line. 
Commendatory comment has also been received from 
without the state. 

I think this is very gratifying to the members of 
the Council. 

The important matter that we have to submit to 
the Council, and upon which this Committee would 
make a recommendation, has come from a meeting 
that the Publication Committee held several months 
ago. It has been customary to publish the Transac- 
tions of the Clinical Society of the University of 
Michigan in a special department in The Journal, 
giving to the Clinical Society two hundred and fifty 
reprints of the entire transactions each month free. 
This matter was taken up as it did not seem to the 
officers of the Clinical Society a fair arrangement 
that they should be charged for reprints, and the 
Secretary-Editor said that we could not afford to 
give (250) reprints of the transactions free. You 
will see that the deficit for reprints for the entire 
year was $277.00. The Committee took this under 
consideration and a decision was arrived at tem- 
porarily, of course subject to being referred to the 
Council at this meeting. That the publication of the 
Clinical Transactions added greatly to the value of 
The Journal and would really add to the circulation 
of The Journal was admitted and the decision was 
reached that they should be continued as heretofore. 
The Clinical Society to pay for the 250 reprints, 
or such number as they might desire at the actual 
cost. It seems that there was a little misunder- 
standing at the time as to the price which should 
be made upon reprints to individual authors who 
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might wish reprints of their papers and as to the 
price they should pay for some. I think I am correct 
in stating that the Committee at that time understood 
that these also were to be furnished at the A.M.A. 
acual cost under the A.M.A. schedule but the Sec- 
retary-Editor did not so understand it. That matter 
we have considered now and I want to explain this, 
that the price that we get from our publishers in 
Grand Rapids on reprints is considerably in excess 
of that of the schedule of the A.M.A., but we can 
take into consideration this, that the quality of 
the paper furnished is better than that of the A.M.A. 
and all of these reprints have covers. The Committee 
would recommend: That the coming year the same 
arrangements be continued with the Clinical Society 
as to the publication of their Transactions in The 
Journal, giving them a department and that two 
hundred and fifty reprints, and also reprints to the 
authors, be furnished at the A.M.A. prices and in 
A.M.A. style, which would mean a cheaper quality of 
paper and without cover. This will not be the full 
cost of furnishing these reprints under our present 
arrangement but the Committee believes that it will 
not materially increase the deficit, and it would be 
the recommendation of the Committee that that 
arrangement be made with the Clinical Society. 

There is another phase of this matter and that 
is that since the Clinical Society began the publica- 
tion of its proceedings, I understand from the 
Secretary-Editor, that. at least four other medical 
societies have asked for practically the same thing. 
They are all societies of specialists, and your Com- 
mittee would recommend that to all societies or 
organizations in the state dealing with general med- 
ical subjects, not societies of specialists, that the 
same terms be extended to them that are extended to 
the Clinical Society, but that to any organization not 
representing general practice or to any society of 
specialists, that they be permitted to publish their 
transactions in The Journal simply by paying the 
cost which would include the increased number of 
pages at about $4.50 per page exclusive of the cost 
of cuts, and that they also, if they wish reprints, 
would pay full cost of reprints. Your Committee 
would make this recommendation. 

I believe we have no other recommendations to 
make. 

A. M. Hume, Chairman. 
W. J. DuBots, 

A. P. Brppier, 

W. J. Kay. 

Dr. Biddle, supported by Dr. McMullen, moved 
that we adopt the report of the Publication Com- 
mittee. 

Carried. 


The following report of the Committee on County 
Societies was read by Dr. Church: 


REPORT OF COMMITTEE ON COUNTY 
SOCIETIES. 


We deplore the fact that several County Societies 
have held no meetings during the year; this may in 
some instances be due to the negligence on part 
of the president and secretary. Therefore, we would 
recommend that only officers be elected who are 
live members, and if no meetings are called, that 
the Secretary of the State Society request the County 
Society Secretary to call the meetings regularly. 


MEETING OF THE COUNCIL 
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The Committee thoroughly endorses the action of 
Councilor McMullen and Secretary Warnshuis in 
adjusting differences in Antrim, Charlevoix and 
Emmet counties, consolidating the same into one 
component society. We believe that in the union of 
these three counties it will be the means of main- 
taining a strong and active society in that district. 
We commend the reports made by the County So- 
cieties to the State Secretary which has given the 
Society a comprehensive idea of the conditions 
present. 

Realizing that an increased stimulus is generated 
by a visit of the state officers or councilors to the 
County Society meetings, we would recom- 
mend that each County Society invite two of the 
officers of the state organization to visit them at 
least once a year. 

In view of the time required and the great expense 
involved, we would not consider it advisable to 
authorize our Secretary to attend the meeting of the 
A.M.A. at San Francisco in 1915. It is the sense 
of the Committee that the delegates to the A.M.A. 
meetings at San Francisco use their influence towards 
getting the 1916 meeting to be held at Detroit. 

We do not think it advisable to change the time 
of meeting of the House of Delegates to the evening 
before the general session which would conflict with 
the meeting of the Council. 

We would recommend that the Council give a 
dinner to the County Secretaries on the evening 
before the opening of the annual session. 


ROCKWELL, 

BULSON, 

BuRKLAND, 

CHURCH. 
Committee. 


Moved by Dr. Hume that the report of the Com- 
mittee on County Societies be adopted. 
Supported by Dr. McMullen and carried. 


Dr. Hume moved as an amendment to the Report 
that that portion referring to the Secretary attending 
the A.M.A. meeting at San Francisco be stricken out. 

Supported and carried. 


Dr. DuBois was called upon to give an outline of 
the plans that had been made in reference to the 
celebrating of the Fiftieth Anniversary of the So- 
ciety at its next Annual Meeting to be held in Grand 
Rapids next September. Dr. DuBois said that the 
matter had been talked over and they thought the 
best thing to recommend would be to devote the 
evening of the first day’s session to the history of 
the State Society for the past fifty years, followed 
by a paper or address by some well known man. 
That the second evening be taken up in a public 
meeting by another address by some well known man, 
possibly followed by a smoker. 


Dr. Peterson suggested that he give his presi- 
dential address the first evening, and to have it in- 
clude a history of the Society 


Dr. McMullen moved that the arrangement of the 
program be left to President Peterson, Secretary 
Warnshuis and Councilor DuBois. 

Supported by Dr. Hume and carried. 

Dr. Biddle moved that the salary of the Chairman 
of the Defense Committee be fixed at $600.00 per 
year. 

Supported by Dr, Seeley and carried. 
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Dr. Biddle moved. that the report of the five year’s 
work of the Medico-Legal Committee be put in 
pamphlet form and sent to the various county so- 
cieties. 

Supported by Dr. Church and carried. 


The election of officers was the next order of 
business of Dr. DuBois moved that Dr. Warnshuis 
be again elected as Secretary-Editor. 

Suported by Dr. Kay and carried. 


Dr. Biddle, supported by Dr. Bulson, moved that 
Dr. Welsh be again elected Treasurer. 
Carried. 


Dr, Biddle, supported by Dr. McMullen, moved 
that the retiring member of the Medico-Legal Com- 


mittee be re-elected for five years. 
Carried. 


It was moved and supported that the next meeting 
of the Michigan Medical Society be held the Wed- 
nesday and Thursday of the first week in September. 

Carried. 


A communication from Dr Hirschman, Detroit, 
was read by the Secretary in reference to the A.M.A, 
holding its 1916 meeting in Detroit. 

Dr. Biddle moved that the Secretary and Presi- 
dent of our Society send a formal invitation to the 
A.M.A. to meet in 1916 in the city of Detroit. 

Supported and carried. 


Dr. DuBois moved that the Entertainment Com- 
mittee for the 1915 meeting of the M.S.M.S. be 
authorized to pay the actual expenses of such men 
as they may see fit to bring in for the meeting. 

Supported by Dr. Biddle and carried. 


Dr. Biddle, supported by Dr. Bulson, moved that 
the Secretary be authorized to employ stenographers 
to report the section meetings and the general meet- 
ings of the Society. 

Carried. 


There being no further business to come before 
the Council the meeting adjourned. 
W. T. Donce, Chairman. 
F. C. WarnsuHuts, Secretary. 





State News Notes 





Gov. Ferris has sent the following appointments 
to the senate: 

Dr. Angus McLean, member of the Detroit Board 
of Health; Dr. John L. Burkart, Secretary of the 
State Board of Health; Nelson McLaughlin, mem- 
ber of the State Board of Registration in Medicine; 
Bruce L, Hayden, member of the Board of Regis- 
tration and Examination in Osteopathy; Hugh W. 
Conklin, member of the Board of Registration and 
Examination in Osteopathy; Ernest M. Gamble, 
member of the Board of Trustees of the State 
Sanatorium; Geo. Dumphy. State Veterinarian; 
Thos. B. Gloster, member of the Industrial Accident 
3oard. 


Mason county health week is to be held the first 
week in February. The following speakers sent by 
the State Board of Health will be present during 
the week: Dr. John Burkart, Secretary of the State 
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Board of Health; D. E. McClure; Prof. Edw. Rich, 
State Sanitary Engineer and Dr M. L. Holt, State 
3acteriologist. In addition it is expected that Gov. 
Ferris, Drs. Vaughan, Warthin and Peterson, Rev. 
Caroline Bartlett Crane, and Carol Walton, Secretary 
of the State Anti-Tuberculosis Association will be 
in attendance. 


Owing to the great need of increased space a 
movement has been started for the erection of a 
large addition to the Woman’s Hospital and Infant’s 
Home of Detroit. 

Dr. W. P. Manton’s resignation as president of 
the medical board, a position he has held for fifteen 
years, was accepted, and Dr. Nathan Jenks was 
elected to fill the vacancy. Dr. Manton will remain 
on the board in an advisory capacity. 


Dr. Guy L. Kiefer announces his candidacy for 
nomination and election as a member of the Board 
of Regents of the University of Michigan. It is 
understood on very good authority that he has the 
support of a large number of the profession of the 
state as well as other influential citizens, and his 
nomination and election is confidently looked for. 
In this event The Journal is inclined to believe that 
a valuable member would be added to the governing 
board of our State University. 


The Tri-County Medical Society have gotten out 
a very neat booklet giving the program of its meet- 
ings for the year 1915. A careful perusal of this 
announcement causes one to receive an impression 
that the Tri-County Medical Society will experience 
a lot of extraordinary scientific meetings. 


Dr. E. A. Gourdeau of Ishpeming is confined at 
the Augustana hospital of Chicago with cancer of 
the throat. He will not undergo an operation, but 
the physicians there will give him treatment which 
they expect will rid him of the disease in three 
or four months, 


After an absence of some eight months Dr. Firth 
has returned to Cadillac and resumed his practice. 
Dr. Firth brought with him his bride. He states 
he has been a husband since the night before Christ- 
mas when he married Miss Amy Mandt of Sioux 
Falls, South Dakota. 


Dr. Reuben Peterson, entertained the Council, at 
a dinner in Ann Arbor on the evening previous to 
its regular mid-winter meeting. On Wednesday the 
Council was the guest of Dr. Peterson at luncheon 
served at the Michigan Union, 


Dr. C. G. Darling during the past month has been 
elected Chief of the Surgical Division of the Uni- 
versity of Michigan with full title, we understand, 
of Professor of Surgery. 


Dr. O. E. Herrick, formerly of Grand Kapids, 
after spending several months at Ann Arbor by way 
of rest and recuperation, has again relocated in 
Grand Rapids. 


Dr. L. H. Duguid’s residence at Custer was de- 
stroyed by fire New Year’s morning. 
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Dr. G. W. Lowry, Hastings, who went to the State 
University Hospital for treatments a month ago on 
the advice of Dean V. C. Vaughan, has returned 
to Hastings and is confined to his home. 


Dr. G. F. Ward who was associated with Dr. 
A. L. Van Horn of Owosso has located in White 
Cloud. 


Dr. IF, C. Warnshuis of Grand Rapids has been 
appointed local surgeon for the P. M. Ry. Co and 
shops of Grand Rapids, the appointment taking effect 
January 1. 


Dr. E. A. Gilbert, formerly house physician at 
3utterworth Hospital, Grand Rapids, has become 
associated with Dr. E. O. Hanlon of Wayland. 


Dr, J. W. Newcomb, formerly of Reed City, has 
recently returned from Maine and opened an office 
at Reed City. 


Dr. Geo. C. Hafford of Albion who has been 
confined to his house for several weeks is again 
able to be at his office, 


A series of seven lectures will be given by physi- 
cians under the auspices of the. Y. M. C. A. at 
Cadillac. 


Dr. C. G, Parnell has been appointed heath officer 
of Jackson. 
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A, C. E. SOCIETY 


The Emmet County Medical Society, met in an- 
nual session at the Cushman House, Tuesday, Jan- 
uary 12, at 7:30 p. m. with Antrim and Charlevoix 
Societies as their guests. At 6 p. m. twenty-three 
doctors sat down to a banquet served by the pro- 
prietor, which was fully up to the reputation of 
the hotel. After partaking of the good things pro- 
vided, the Emmet County Medical Society repaired 
to the parlors where they elected officers for the 
present year. 

The doctors of Antrim and Charlevoix counties 
convened elsewhere in business meeting to discuss 
certain affairs pertaining to their respective societies, 
and when through were invited to join the Emmet 
Medical Society where steps were taken to organize 
a Tri-County Society, which was most successfully 
done in a short time, the society assuming the 
officers Dr. E. R. Morman of Pellston, President, 
Dr. G. W. Nihart of Petoskey Secretary and Treas- 
urer, who were elected by the Emmet County Med- 
ical Society a short time previously. 


The society was very much favored by the pres- 
ence of Dr. F. C. Warnshuis, State Secretary and 
B. H. McMullen one of the surgeons of Cadillac 
and Councilor of that district. The former furnished 
a paper on brain surgery entitled: “The Indication 
of Cerebral Decompression,” which was well receiv- 
ed and brought out an interesting discussion by the 
society. Dr. John J. Reycraft of Petoskey also read 
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a paper on Menopause, which was discussed at length 
and appreciated. 

The society hopes to have the pleasure of enter- 
taining the honored guests at some future time, as 
their presence and help was an inspiration and aided 
largely to make the session one of the most success- 
ful ever held. 

G. W. Nrwart, Secretary. 


DELTA COUNTY 


At the annual meeting of the Delta County Med- 
ical Society, held on Dec. 16, 1914 at the Delta 
Hotel, the following officers were elected for the 
year 1915: 

President—W. C. Lemire, Escanaba. 

Vice-President—W. B. Boyce, Escanaba. 

Secretary-Treasurer—Wm. Elliott, Escanaba. 

Delegate—James Mitchell, Gladstone. 

Alternate—A. H. Miller, Gladstone. 

Medical Legal Committee—D. N. Kee, Chairman. 


Following the meeting the members retired to the 
dining room where they acted as hosts to their 
wives and friends when they participated in an ele- 
gant banquet served by the management of the 
hotel. 

The President, Dr. Mitchell, acted as toastmaster 
and introduced the Rev. Ferris, who made a very 
witty address, Dr. Elliott was then asked to make 
the address of welcome to the ladies, which he did 
in a very pleasant manner. 

Dr. Girard was then presented with a life mem- 
bership in the Society. Dr. Girard responded in 
his usual witty manner and the meeting was closed 
by Dr. Long giving an informal talk of his trip 
abroad. 





Wo. E:tiott, Secretary. 


DETROIT OPHTHALMOLOGICAL AND 
OTOLOGICAL CLUB 


The December meeting of the Detroit Ophthal- 
mological and Otological Club was held in the Eye 
and Ear building of the University of Michigan 
during the afternoon of December 3. Dr. Walter 
R. Parker furnished a clinical program and the 
following cases were exhibited and discussed by the 
members present: 


EPITHELIOMA OF THE LID. 


CASE 1. A. J. R., male, age 40, gave a history of having 
had a growth on the left lower eye-lid since Sept. 1912. 
Although small at first, it had gradually increased in size 
until it had involved the entire lower lid. A small portion 
was excised and referred to the pathological department. 

EXAMINATION showed the tumor to be a _ basal-cel] car- 
cinoma. 


OPERATION.—The entire lower lid was excised and a 
pedunculated flap from the temple, up and out from the external 
eanthus, was swung around and sutured both to the conjunctiva 
of the fornix and to the skin. Union was complete, with 2 
satisfactory result. Seven months have elapsed since the opera- 
tion and there is no evidence of recurrence. 


CASE 2 and 3. In one of these cases an epithelioma in- 
volved the entire lower lid, much as in the previous case, 
while in the other a small growth of the lid did not affect 
the lid-margin. The first was a recent case: the second, one 
of three years standing. The results of skin grafting in both 
of these cases were very satisfactory. 


CICATRICIAL CONTRACTION OF LOWER LIDS FOLLOWING 
A DYNAMITE EXPLOSION. 


Both lower lids were restored by grafts taken from the arm. 
On the right side, the Thiersch graft was employed and on 
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the left, the Wolffe graft. While the thicker graft showed 
some elevation of the skin for several months, the final result 
was the same on both sides, except that there was possibly a 
little more contraction in the lid on which the Thiersch graft 
was used. The operation was done six years ago. 


INTERSTITIAL KERATITIS. 


Two cases of interstitial keratitis which came under obser- 
vation when only one eye had become involved. Wasserman 
positive. In spite of the fact that salvarsan had been adminis- 
tered in the usual way, followed by mercurial rubs, the inter- 
stitial inflammation developed later in the other eye. 

DIVERGENT STRABISMUS. 

A case with a deviation of 85 degrees. Two weeks previously 
a Worth’s advancement of the internal rectus was done asso- 
ciated with tenotomy of the external rectus of the same eye. 
The stitches held well, and there was only a moderate amount 
of reaction following the operation. There was still a diver- 
gence of from 10 to 15 degrees; 70 to 75 degrees, measured 
by the Priestly-Smith method, having been corrected by the 
operation. 

HYPERTROPHY OF THE LID. 


This was a case of marked hyperthrophy of the right upper 
lid in a boy of 8 years. Ptosis had been present since birth, 
and the upper lid was so much enlarged that it overlapped the 
lower lid about one-half inch. The tumor mass was removed 
in two stages, first through the skin of the upper lid and 
secondly through the conjunctiva. Pathological examination 
showed the growth to be a neurofibroma. 


GUMMA OF THE CILIARY BODY. 


J. J., male, Greek, age 35. As the man spoke little English, 
it was difficult to obtain a good history. 

EXAMINATION.—Right eye; vision 6/7.5, conjunctiva 
slightly injected, most marked nasally, cornea clear, anterior 
chamber shallow. Pupil dilated somewhat irregularly under 
mydriatic, media clear, disc and fundus both somewhat 
hyeremic, arteries small, light reflex stripes increased, vessels 
trotuous, slightly veins engorged. Left eye, proptosed about 
3 to 4 millimeters. Ocular conjunctiva intensely hyperemic 
and swollen, especially near ‘the limbus. Down and _ out 
there is a dark ectatic area about 3 millimeters wide and 4 
millimeters long. The whole mass elevated about 1 milli- 
meter. Cornea hazy, stippled throughout, with a well marked 
salmon patch in the upper portion. Marked ciliary injection. 
The whole anterior chamber filled with a yellowish exudate, 
iris being entirely obscured from view. 

GENERAL EXAMINATION.—Patient was of slender build, 
lungs negative, heart, normal, a few mucous patches seen in 
the mouth, no skin lesions noted. On the tibia of each leg 
there was a small area which was very painful to pressure. 
Slight thickening of the periosteum in the painful region. 
Wassermann positive. 

DIAGNOSIS.—Gumma of the ciliary body. 

The tumor subsided under treatment which consisted of 
full doses of Salvarsan, followed by mercurial rubs. At the 
present time his general condition® is much improved. The 
gumma shows only as a dark area in the sclera; the mass 
of exudate in the anterior chamber has almost entirely dis- 
appeared. The result obtained from the treatment leaves no 
doubt as to the diagnosis. The case is of unusual interest in 
that it shows both secondary and tertiary lesions of syphilis at 
the same time. ‘‘This, I am informed by Dr. Wile, who admin- 
istered the treatment to this patient, is not unusual in ful- 
minating cases of syphilis.’’ 


TRAUMATIC LUXATION OF LENS. 


Male, age 13, struck in the left eye with a ball from a 
sling-shot in August, 1912. 


EXAMINATION.—Vision of right eye 5/4, left eye 
4/60. Right eye normal. Left eye, lens dislocated nasally, 
somewhat granular in appearance. Fragments of suspensary 
apparatus seen between the pupilary border and the temporal 
margin of the lens. There were many seaweed-like opacities 
of the vitreous; fundus details could not be made out. 


OPERATION.—Lens was needled November 23, followed ten 
days later by linear extraction. 


In addition to the above conditions, patients were 
shown with Punctate Keratitis, Tuberculosis of the 
Conjunctiva and Hyaline Nodules on the Optic Disc 
respectively; also one patient whose lacrymal sac 
had been extirpated for Chronic Dacryocystitis, pre- 
liminary to cataract extraction, another with Pseudo- 
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papillitis, who had been under observation for three 
years, and finally a patient cured of Detachment of 
the Retina by a trephine operation of the sclera 
followed by puncture of the choroid. 

On returning from Ann Arbor the members of 
the club were guests of Dr Parker at dinner at the 
Wayne County Medical Building 


Dr Parker read a short paper on skin grafting. 
After defining the different forms of grafts, the 
author reviewed the results of his experience with 
whole skin pedunculated and non-pedunculated 
grafts (Wolffe grafts), also af cases in which only 
the superficial layers of the skin (Thiersch grafts) 
were taken. The thin grafts are preferable in all 
cases where there is no great amount of friction or 
where no supporting tissue is required. When the 
whole lid is removed thick grafts are required. 

Particular stress was laid on the method of cutting 
the thin grafts and the method of treatment. 

The part from which the graft is to be taken 
should be carefully prepared by first washing with 
soap and water, then with alcohol and finally with 
bi-chloride of mercury solution 1 to 4000. It is then 
thoroughly irrigated with normal salt solution and 
a moist normal salt dressing is applied and left in 
place until the time for cutting the graft. After 
the surface to be grafted is prepared (all bleeding 
controlled and the surface allowed to glaze) the 
skin from which the graft is to be cut is smeared 
with a very thin layer of sterile vaseline. A few 
drops of salt solution are then put on the back of 
the razor and by a sawing motion a large thin graft 
may be cut. The graft is transferred to the surface 
to be covered. It should slightly overlap the edges 
of the wound, or if more than one graft is employed 
the grafts should slightly overlap each other. Sutures 
may or may not be needed in thin grafts; they 
should always be used in whole skin grafts. Care 
should then be taken to press the graft well down 
in all irregularities of the surface. Small snips may 
be made in the graft to allow the escape of air 
bubbles or of any secretion that may arise. The 
edges of the wound are carefully dusted with aristol 
and no dressings applied other than for protection. 
A wall of gauze held in place by adhesive plaster 
may be built up around the grafted surface and the 
whole covered with a few layers of gauze. In this 
way the dressings are prevented from coming in 
contact with the grafts and at the same time the 
surface is protected from dust particles which might 
lead to infection. By the adoption of this open 
air treatment, the author claims that the number of 
his “takes” has been greatly increased. 

One of the most striking things about skin graft- 
ing is the persistence of the vitality of the grafts. 
The skin of amputated limbs has been successfully 
transplanted from thirty-six to ninety-six hours after 
amputation. All experiments go to prove that noth- 
ing is lost in vitality in twenty-four hours if the 
graft is kept cool. The skin may be kept in an 
ordinary ice-chest in a sterile jar plugged with cot- 
ton containing a moist normal salt gauze sponge. 
Strict asepsis and a properly prepared field, not 
speed, are the most important factors in successful 
skin grafting. 

HoweE tt L, BeEc.e, Secretary. 





146 COUNTY SOCIETY NEWS 


GRATIOT COUNTY 


The sixth annual meeting of the Gratiot County 
Medical Society was held in the Wright House in 
Alma, Tuesday, Dec. 15, at 2 p. m. 

The minutes of the last meeting were read and 
approved, after which Dr. H. J. Meyer of Saginaw 
read a paper on “Gastro Enterostomy.” The follow- 
ing decisions were made by the Society: 

To continue having monthly meetings. 

To raise the dues of the County Society to $2.00 a 
year. 

To have an annual banquet and invite the wives. 

It was voted that an honorarium of $10.00 be 
given to the secretary. 

The following were elected as officers for 1915: 

President—E. H. Foust, Ithaca. 

Vice-President—C. B. Gardner, Alma. 

Secretary-Treasurer—E. M. Highfield, Riverdale. 

The following report of the Secretary was then 
read: 

Since our last annual meeting we have held seven 
meetings and one picnic. 

Six invited guests have either addressed us or 
read papers. Sixteen papers have been read by 
members, 

There are thirty-three doctors in the county of 
whom thirty are members, a per cent. of a trifle bet- 
ter than 90. 

The average attendance was sixteen at each meet- 
ing. 


Balance on hand Dec. 31, 1913............ $ 8.00 
Received from members ................5: 120.00 
Remitted to State Society ....$ 90.00 $128.00 
Expense of invited guests ...... 17.00 
Incidental expenses .......0..00 16.20 

123.20 $123.20 
Balance on hand Dec. 31, 1914 .......... $ 4.80 


E. M. HicuHrFietp, Secretary. 


HILLSDALE COUNTY 


The annual meeting of the Hillsdale County Med- 
ical Society was held December 18, 1914, when the 
following program was presented: 

Symposium on Pneumonia: 

Etiology and Diagnosis. 
H. H. Frazier, Hanover. 


Pathology. 
C. T. Bower, Hillsdale. 
Complications. 
D. W. Fenton, Reading 
Treatment. 


W. H. Sawyer, Hillsdale. 


The following officers were elected for the year 
1915: 


President—H. H. Frazier, Hanover. 

Vice-President—O. G, McFarland, Montgomery. 

Secretary-Treasurer—E. A. Martindale, Hillsdale. 
E. A. MARTINDALE, Secretary. 
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IONIA COUNTY 


The monthly meeting of the lonia County Medical 
Society was held January 14, 1915. There seemed 
to be much enthusiasm among the members. Dr. 
Knapp gave a short closing address as_ retiring 
president, and Dr. E, A. Hargrave also gave a talk. 
30th doctors impressed upon the members the im- 
portance of better fees, and also uniformity in 
changing such fees. The meeting then adjourned 
to meat again the first Thursday in February. 


R. R. Wuitten, Secretary. 


KALAMAZOO ACADEMY. 


Tuesday, Jan. 26, 1915. Academy of Medicine 
Rooms, Public Library Building. 

Luncheon at The Burdick at 12 noon. 

Meeting called to order at 1.30 p. m. 


1. Case Reports. 


ci) 


Some Observations of Anesthesia and Crile’s 
Clinic at Lakeside Hospital. 

Dr. R. Genung Leland, Kalamazoo. 

Syphilis of the 


9 


3. Some Aspects of Congenital 
Nervous System. 
Dr, Carl D. Camp, Ann Arbor. 
Professor of Neurology of the U. of M. 


THE AMENDMENT. 


Please note the following as to the annual dues of 
the Academy. An amendment was adopted at the 
last meeting which makes our constitution and by- 
laws read as follows: Chapter six, section one. 
Any member who shall fail to pay his dues on or 
before April first of the year following the annual 
meeting shall forfeit his membership in this society 
and in the State Society, and his name shall be 
placed on the list of non-affiliated physicians in the 
report of the Secretary for that year. Provided 
also, that he shall have been notified by the Sec- 
retary by letter addressed to his last known address. 

“To forfeit one’s membership” means in this case 
that to be re-instated one’s name must be presented 
in a formal manner on the regular application blank 
and acted on by the Board of Censors and voted 
in the society in the regular manner. 


Brief Abstract on “The Newer Problem in the 
Earlier Recognition and Treatment of Cancer.” 
Dr, Joseph C. Bloodgood, Baltimore, M.D. 


There is great difference of opinion among path- 
ologists as to what constitutes cancer histologically. 
The surgeon is more capable in making a diagnosis 
at time of operation than the pathologist from 
frozen sections made during an operation. Trained 
pathologists cannot make a diagnosis with the micro- 
scope as to whether certain tissues are cancerous.. 

Encapsulation of tumor indicates that it is benign. 

When walls of cysts are thickened, and contents 
are grumous or hemorrhagic, suspect cancer. 

Frozen sections about cysts are difficult to diagnose 
microscopically. 

Simple cysts and adenomata are smooth tumors of 
the breast. Adenomata are the most common of 


breast tumors. 

Pain is an early sign of benign tumors, thus, 
women with such tumors in the breast seek medical 
advice early. 


Whereas, fifty out of every one hun- 
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dred cases of the malignant type seek medical advice 
too late because they suffer little inconvenience. 

Discharge of blood from nipple not always due 
to cancer but more often due to papilloma. 

The normal lactating breast often appears like 
carcinoma microscopically. 

Senile parenchymatous hypertrophic mastitis re- 
sembles carcinomatous tissue because it is not en- 
capsulated. 

In about one appendix out of five hundred there 
is to be found a submucous nodule supposed to be 
concer microscopically. 

Indurated nodule of the stomach cannot be diag- 
nosed whether cancer or not by feeling. Gastro- 
enterostomy will cure ulcer but not cancer. Resect 
indurated area if suspicious. 

Difficult to diagnose cancer of the sigmoid from 
diverticulitis. Twelve per cent. of these cases will 
get well if a colostomy is cone above and the 
colostomy wound will heal if left alone whereas, if 
a resection is done 60 per cent. will die. 

Suspicious erosions or sores on the lip should 
be cut out; if found to be cancer resect the glands 
but do nothing more locally. Should the sore be 
benign the possibility of error has been removed 
and there is no mutilation. In advanced cases the 
mortality is 20 per cent. 

More embryonic residue, subepidermal nodules, 
is to be found on the face than elsewhere. Operate 
early, there is no danger nor mutilation. 

The serious factor of the quack cancer-cure man 
is that an ignorant man treats tumors of the face 
that are malignant. He makes his reputation on the 
iesions of the face that would disappear without 
treatment. The paste that he uses is that found in 
any book on surgery. 

This lecture was profusely illustrated by lantern 
slides. To receive the most of the programs of the 
Academy attendance in person is indispensable. 


MISCELLANEOUS. 


Dr. O. D. Hudnutt has moved to Otsego to become 
associated with Dr. A. L. Van Horn. We know that 
success will attend his honest efforts. We regret 
that it was necessary for Dr. Hudnutt to resign as 
treasurer of the Society. His successor to be elected 
at the next meeting, January 26. 

Drs. Frederick Shillito and E. J. Bernstein attend- 
ed the Northern Tri-State Medical meeting which 
convened at Elkhart, Ind. on January 12. 

Dr. Sherman Gregg of the Michigan State Hos- 
pital is in Ann Arbor doing some special work in 
Neurology. 

Members of Committees that were omitted by 
mistake in last Bulletin: 

A. S. Youngs, Medical Program Committee. 

A. H. Rockwell and F. Ilgenfritz, members of the 
Social Hygiene Committee. 


KENT COUNTY. 


The twelfth annual meeting and election of officers 
of the Kent County Medical Society was held in 
Grand Rapids Wednesday, December 9, 1914. The 
balloting resulted as follows: 

President—Frederick C. Warnshuis. 

Vice-President—H. J. Pyle. 

Secretary-Treasurer—Frank C, Kinsey. 
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Assistant Secretary-Treasurer—John Wenger. 

Councillor Fifth District—Wm. J. DuBois. 

Defense League Representative—G. L. McBride. 

Delegates to the State Convention—J. D. Brook, 
Ralph Apted, A. J. Baker. 

Alternates—W. H. Veenboer, A. V. Wenger, N. 
H. Kassabien. 

All were elected without opposition. 

The first meeting of the new year was held Jan- 
uary 13 in the new Y. M. C. A. building. Following 
a suggestion of Dr. Corbus, chairman of the board 
of directors, it was voted to express to the Wayne 
County Medical Society our hearty interest with 
their effort to bring the annual meeting of the 
American Medical Association to Michigan next 
year, and to offer them every help in the power of 
the Society. 

Dr. DuBois reported two very interesting cases of 
intestinal obstruction. One, in an old woman, was 
due to the fact that a loop of ileum was caught in 
a foramen caused by adhesions between the uterus 
and post-pelvic contents: the other, in a child three 
years old, was caused by a Meckel’s diverticulum 
which came off the ileum about twelve inches from 
the ileo-cecal junction and attached itself to the pos- 
terior portion of the cecal mesentery. Into this 
foramen a loop of ileum had forced itself and 
its return was prevented by a wedge of bowel 
contents. The diverticulum was removed and the 
child recovered. 


Dr. Alexander M. Campbell read a paper illus- 
trated with the lantern, on “The Modern Obste- 
trician: His Duties Toward the Expectant Mother.” 
This will appear later in the State Journal. In the 
discussion which followed Dr. Campbell’s paper, it 
was suggested by Dr. McBride that the profession 
needs some authorative but simply written primer or 
hook of rules for expectant mothers. This would 
furnish a cheap scientific aid for poor families un- 
able to consult their physician frequently, and would 
take the place of old women’s advice so largely 
and so lamentably followed at the present time. 

FrANK C. KINsEy, Secretary. 


MANISTEE COUNTY. 


The regular monthly meeting of the Manistee 
County Medical Society was held at Ramsdell Hall, 
President, E. S. Ellis presiding. 

The minutes of the last meeting were read and 
approved. 


A communication from the Secretary of the State 
Board of Health regarding the proposed “Health 
Commissioners’ Bill” was read and discussed. Mo- 
tion was made and carried that the Secretary be 
instructed to write our local representative and 
senator urging their support of same in their re- 
spective houses when the bill comes up. 

The annual election of officers resulted as follows: 

President—Dr. E. S. Ellis. 

First Vice-President—C. E. Webb. 

Second Vice-President—Katheryn Bryan. 

Treasurer—H. D. Robinson. 

Secretary—Lee A. Lewis. 

Delegate—Lewis Ramsdell. 

Alternate—H. D. Robinson. 








148 COUNTY SOCIETY NEWS 


Dr. W. S. Foster then read a splendid paper on 
the Medical and Dental Professions, showing the 
relation of the two professions, how their duties 
dovetail and the mutual advantages of harmonious 
co-operation in certain pathologic conditions. 

The application of Dr. Homer Ramsdall 
received, and the meeting then adjourned. 


was 


Lee A. Lewis, Secretary. 


MONTCALM COUNTY. 


The Montcalm County Medical Society met Jan- 
uary 14 at the Phelps Hotel. The following pro- 
gram was carried out in full: 

10.30 A. M. to 12 M.—Reading of the minutes 
of the last meeting. Communication and clinics. 
All members invited to bring patients. 

Luncheon at Hotel Phelps at 12 m., 50 cents. 

1:30 P. M.—Dr. Alexander M. Campbell of Grand 
Rapids read a paper on “The Modern Obstetrician, 
his Responsibilities and his Obligations.” 

Discussion opened by Dr. Lee E. Kelsey of Lake- 
view. 

2:50 P. M.—Dr. A. J. Brower of Greenville read 
a paper on “Appendicitis Symptoms, Differential 
Diagnosis and Treatment.” The discussion was 
opened by Dr. F. A. Johnson of Greenville. 

Dr. Campbell illustrated his paper by the use of 
lantern slides. 

The society reported in favor of the proposed 
District Health Commissioners’ Bill. 

Attention was called to the matter of patronizing 
those firms who advertise in the State Medical 
Journal. 

On account of the difficulty of the members get- 
ting away from their homes in country places in the 
winter time, no special meeting was arranged for 
until next April when the regular meeting will be 
held. 

F. J. Frarick, Secretary. 


MARQUETTE-ALGER COUNTY 


The December meeting of the Marquette-Alger 
County Medical Society, which is the annual meet- 
ing, was held in Negaunee the evening of the 22nd. 
There was a large attendance and a long and varied 
program. The feature of the evening was a paper 
by Fred McD. Harkin of Marquette upon the life 


and writings of the late Dr. William Drummond . 


of Canada. In his student days Dr. Harkin was 
thrown much in Dr. Drummond’s society, and the 
friendship then formed continued through the latter’s 
lifetime. Dr, Drummond had presented Dr. Harkin 
with the original manuscript of one of his most 
popular poems, and the latter’s talk was punctuated 
with recitations from these poems. 

These annual meetings are very enjoyable, and 
this particular one brought out half the membership. 


T. A. Fetcu, Secretary. 


SHIAWASSEE COUNTY. 


The Shiawassee County Medical Society met in 
Owosso on Dec, 15, 1914, and elected the following 
officers for the ensuing year: : 

President—S. S. C. Phippen, Owosso. 

Vice-President—L. M. Cudworth, Perry. 
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Secretary-Treasurer—W, E. Ward, Owosso. 
Delegate—J. A. Rowley, Durand. 
Board of Directors—Drs. Rowley, Sudworth and 


. White. 


After disposing of routine business the President 
introduced Dr. M. L. Holm of Lansing, who pre- 
sented a most interesting paper on “Direct Swab 
Examination for Early Diagnosis of Diphtheria.” 

Following Dr. Holm’s paper was an interesting 
discussion, after which a hearty vote of thanks was 
tendered him for his courtesy. 

W. E. Warp, Secretary. 


SANILAC COUNTY 


The fourteenth annual meeting of the Sanilac 
County Medical Society was held at Sandusky, Dec. 
28, 1914, for the purpose of electing officers for 
1915, and the following were elected: 

President—C. G. Robertson, Sandusky. 

Vice-President—E. F. Partello, Applegate. 

Secretary-Treasurer—J. W. Scott, Sandusky. 

Delegate—G. L. Tweedie, Sandusky. 

Alternate—J. W. Scott, Sandusky. 

Medical Legal Committee—D. D. McNaughton, 
Argyle. 





J. W. Scort, Secretary. 


Book ‘Reviews 


ProGressiVE MepicinE. Vol. XVI No. 4. A Quar- 
terly Digest. Lea & Febiger, Philadelphia. $6 
per annum. 

This issue contains the following excellent articles : 
Diseases of the Digestive Tract and Allied Organs, 
The Liver, Pancreas and Peritonium by Edw. H. 
Goodwin; Disease of the Kidney by John Rose 
Bradford; Genito-Urinary Diseases by Chas. W. 
3onney; Surgery of the Extremities, Shock, Anes- 
thesia, Infections, Fractures and Dislocations, and 
Tumors by J. C. Bloodgood; Practical Therapeutic 
Referendum by H. R. M. Landis. 

The issue, if anything, exceeds its excellent estab- 
lished standard and is a most valuable compilation 
of the best and recent information upon these sub- 
jects. 


INTERNATIONAL Ciinics. A quarterly review. Edited 
by Henry W. Cattell. J. B. Lippincott Co. Phila- 
delphia. Vol. IV, Series XXIV, 1914. Price $2. 
Cloth, 314 pages. 

A volume of unusual excellence. The series have 
long past demonstrated their excellence and merit 
possession by every progressive medical man, 


Fever, Its THERMOTAXIS AND METABOLISM, by Isac 
Ott, A.M, M.D.. Professor of Physiology Medico- 
Chirurgical College, Philadelphia. Cloth, 166 
pages, 14 ills. Price $1.50 Paul B. Hoeber, Pub- 
lisher, 67 East 59th St., New York. 


These lectures were delivered at the Medico 
Chirurgical College. They have been thought worthy 
of publication, as the subject is one of maximal 
importance in the practice of medicine. The studies 
upon this subject have occupied the author for forty- 
five years, as a practitioner of medicine and a 
physiologist. 














